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EXECUTIVE  SUMMARY 


Acute  inpatient  care  represented  more  than  half  of  total  Medicare  expenditures  in  1989.  Given 
that  nearly  90  percent  of  all  Medicare  beneficiaries  are  elderly,  interventions  that  can  reduce  acute 
inpatient  care  among  this  population—either  by  reducing  lengths  of  stays  or  minimizing  the  likelihood 
of  rehospitalization-deserve  careful  scrutiny.  To  be  effective,  interventions  must  target  individuals 
who  might  benefit  from  hospital-use  reduction  interventions  and  offer  service  components  whose 
purpose  is  specifically  to  reduce  hospital  use  among  the  target  population.  This  synthesis  reviews  the 
goals,  targeting,  service  components,  and  evaluations  of  six  types  of  interventions  whose  broader 
missions  have  encompassed  the  more  specific  goal  of  reducing  hospital  use  among  the  elderly: 

•  Comprehensive  Geriatric  Assessment.  The  goal  of  this  intervention  is  to  improve  the 
accuracy  of  diagnosis  and  treatment  planning,  improve  the  functional  and  mental  status 
of  patients,  and  lower  the  use  of  expensive  hospital  and  nursing-home  services. 
Comprehensive  geriatric  assessment  includes  medical  and  psychosocial  evaluation  carried 
out  by  a  multi-disciplinary  team;  treatment  planning  and  treatment  coordination  (with 
some  level  of  patient  monitoring  following  initial  assessment  or  with  formal  case 
management);  and  often  some  type  of  rehabilitative  therapy,  particularly  for  those  for 
whom  nursing-home  placement  might  be  envisioned. 

•  Enhanced  Hospital  Discharge  Planning.  The  goal  of  this  intervention  is  to  facilitate 
recovery  from  acute  illness  and  reduce  the  likelihood  of  patients'  suffering  unnecessary 
complications  from  illness  or  difficulties  in  recovery  that  may  lead  to  prolonged  or  repeat 
hospital  stays.  The  basis  of  enhanced  discharge  planning-a  relatively  new  and  variably 
defined  intervention-is  often  a  joint  assessment  of  the  medical  and  psychosocial  needs 
of  inpatients.  It  may  also  include  short-term  case  management  and  service  arrangement 
to  ensure  that  required  services  are  put  in  place  and  modified  if  necessary.  Enhanced 
discharge  planning  that  includes  assessment  and  short-term  case  management  has  been 
referred  to  as  "transitional  case  management." 

•  Nursing-Home  Staff  Enhancement.  The  goal  of  this  intervention  is  generally  to  improve 
the  quality  of  care  delivered  to  nursing-home  patients  and  to  improve  their  access  to  that 
care.  The  specific  goal  of  some  interventions  has  been  to  reduce  hospital  admissions 
among  nursing-home  patients  by  treating  some  acute  episodes  onsite.  Most  nursing- 
home  staff  enhancement  interventions  provide  alternative  financing  in  the  form  of  (1) 
additional  reimbursement  to  physicians  to  visit  nursing-home  patients  more  frequently, 
(2)  reimbursement  of  care  by  other  types  of  professionals  (for  example,  geriatric  nurse 
practitioners)  to  augment  the  care  provided  by  physicians,  or  (3)  reimbursement  of 
nursing  homes  at  a  higher  per  diem  to  treat  patients  with  an  acute  illness. 

•  Hospice.  The  goal  of  this  intervention  is  to  provide  an  alternative  to  traditional  care  for 
individuals  with  terminal  illness,  stressing  palliative  care  rather  than  the  treatment  of 
illness,  as  well  as  emphasizing  care  delivered  in  the  individual's  home.  Hospice  includes 
a  continuum  of  care  delivered  by  multi-disciplinary  teams  and  coordinated  through  the 
hospice,  with  the  patient  and  family  treated  as  a  single  unit  of  care.  Bereavement 
services  for  the  family  are  often  a  component  of  hospice  care. 
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•  Home-  and  Community-Based  Service  Interventions.  The  primary  goal  of  these 
interventions  is  to  reduce  the  use  of  nursing-home  services  by  providing  a  broad  range 
of  predominantly  nonmedical  services.  They  are  expected  to  reduce  hospital  use  by 
reducing  the  use  of  administratively  necessary  hospital  days.  Case  management,  personal 
care,  and  homemaker  services  have  been  the  core  services  of  these  interventions.  The 
interventions  have  sometimes  also  included  care  or  oversight  by  a  nurse  or  physician, 
skilled  home  nursing,  home-delivered  meals,  and  transportation,  among  other  services. 

•  Social/Health  Maintenance  Organization  (SIHMO)-type  Interventions.  In  caring  for  the  frail 
elderly,  these  interventions  strive  primarily  to  prevent  or  delay  nursing-home  placement 
while  maintaining  the  health  and  functioning  of  enrollees  at  the  highest  level  possible, 
and  developing  and  maintaining  a  financially  viable  organization  under  a  capitated 
reimbursement  system.  The  service  components  of  the  S/HMO  interventions  include  the 
full  range  of  acute -care  services  currently  financed  by  Medicare,  as  well  as  such  expanded 
services  as  pharmacy,  eye  and  dental  care,  and  long-term  care  services,  including  case 
management. 

The  specific  types  of  interventions  reviewed  in  this  synthesis  include  several  different  models,  and 
have  been  subject  to  evaluations  whose  study  designs  range  from  process  analyses  to  quasi- 
experimental  designs,  to  single-site  randomized  designs,  and  (much  less  frequently)  to  multi-site 
randomized  designs.  Thus,  conclusions  about  the  effectiveness  of  most  of  the  interventions  at 
reducing  hospital  use  must  be  somewhat  tentative.  However,  conclusions  about  the  efficacy  of  home- 
and  community-based  nursing-home  diversion  interventions  and  hospice  seem  relatively  clear.  Both  types 
of  interventions  seem  to  have  been  able  to  identify  and  serve  groups  of  elderly  individuals  who 
typically  use  a  high  level  of  hospital  services,  although  neither  was  successful  at  reducing  hospital  use 
or  total  health  care  spending.  Of  the  six  types  of  interventions  reviewed  in  this  synthesis,  home-  and 
community-based  service  interventions  have  been  subject  to  the  most  thorough  review,  and  the 
conclusions  from  these  evaluations  consistently  illustrate  their  inability  to  reduce  hospital  use.  This 
is  not  a  total  surprise,  since  hospital-use  reduction  was  not  the  primary  goal  of  most  of  the  models 
tested,  and  hypotheses  about  hospital  use  predicted  that  interventions  could  both  reduce  use  (by 
reducing  administratively  necessary  hospital  days)  and  increase  use  (by  identifying  and  treating 
conditions  that  would  have  gone  undetected  otherwise). 

Hospice  interventions  have  been  evaluated  primarily  with  quasi-experimental  designs.  And,  using 
these  designs,  researchers  seem  fairly  confident  that  hospice  users  are  likely  to  have  differed  from 
users  of  traditional  terminal  care  in  ways  that  were  likely  to  have  affected  service  use  but  were  not 
(and  possibly  could  not  be)  measured  by  the  evaluations.  Both  the  National  Hospice  Study  and  the 
evaluation  of  the  Medicare  Hospice  Benefit  reported  savings  in  the  last  month  or  two  of  life  that 
diminished  rapidly  over  the  preceding  four  to  five  months.  (The  National  Hospice  Study  also  noted 
a  reduction  in  hospital  use  during  the  last  two  months  of  life.)  The  single  published  hospice  study 
based  on  random  assignment  techniques  (though  carried  out  only  at  a  single  site-Wadsworth 
Veterans  Administration  Hospital)  found  no  difference  in  hospital  use  or  the  total  costs  of  care. 

Despite  their  seeming  lack  of  success  at  reducing  hospital  use,  home-  and  community-based 
service  interventions  and  hospice  care  provide  a  useful  lesson  for  future  intervention  design  efforts. 
Both  types  of  interventions  identified  individuals  who  typically  use  a  high  level  of  hospital  care,  but 
identifying  "high-cost"  hospital  users  was  not  sufficient  to  reduce  use.  The  services  typically  offered 
by  the  home-  and  community-based  service  interventions  were  not  appropriate  for  reducing  hospital 
use.  Moreover,  the  experiences  of  the  hospice  evaluations  may  reflect  the  possibility  that  not  all 
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"high-cost"  users  will  be  amenable  to  interventions  to  reduce  use-some  high-cost  users  may  simply 
require  expensive  care  whether  it  is  delivered  in  the  community  or  in  a  hospital. 

Several  factors  underscore  the  likely  success  of  nursing-home  staff  enhancement  interventions  at 
reducing  hospital  use.  First,  a  range  of  problems  have  been  identified  about  access  to  primary  care 
in  nursing  homes  that  may  contribute  to  the  high  rate  of  hospital  use  among  nursing-home  patients. 
Second,  intuitively,  the  on-site  provision  of  some  acute  care  should  reduce  hospital  use  among 
nursing-home  patients.  And,  finally,  several  studies  based  on  quasi-experimental  designs  have  shown 
reductions  in  hospital  use  among  some  nursing-home  patients.  Thus,  increasing  and  enhancing 
staffing  to  facilitate  providing  acute  care  and  generally  improving  primary  care  for  nursing-home 
patients  would  likely  reduce  hospital  use  among  the  nursing-home  population. 

S/HMO-type  interventions  also  seem  to  offer  potential  for  reducing  hospital  use,  given  their  high 
level  of  coordination  of  acute,  post-acute,  and  long-term  care  services,  combined  with  the  traditional 
HMO  financial  incentives  to  reduce  hospital  use.  However,  to  date,  estimates  of  the  effectiveness 
of  S/HMO-type  interventions  at  reducing  hospital  use  have  been  limited  to  comparisons  between 
S/HMO  enrollees  and  the  general  Medicare  population  or  the  population  of  Medicare  HMO 
enrollees. 

Comprehensive  geriatric  assessment  has  been  subject  to  a  fair  amount  of  study,  including 
evaluations  based  on  random  assignment.  Some  studies  have  shown  that  comprehensive  geriatric 
assessment  can  reduce  hospital  use  over  the  longer  term  (for  a  year,  in  studies  that  followed  patients 
for  that  long).  The  importance  of  targeting  has  been  emphasized  by  evaluators,  though  targeting 
criteria  have  been  variably  defined  and  often  seem  to  have  been  based  on  clinical  judgment  rather 
than  on  easily  quantifiable  definitions.  In  addition,  the  geriatric  assessment  models  that  have  been 
tested  have  varied.  An  important  variant  seems  to  be  how  much  and  what  type  of  follow-up  is 
necessary  for  ensuring  that  comprehensive  geriatric  assessment  is  effective. 

Relative  to  the  other  types  of  interventions  reviewed  in  this  synthesis,  enhanced  hospital  discharge 
planning  (including  transitional  case  management)  is  still  in  its  infancy;  the  intensity  and  type  of 
patient  assessment  and  the  amount  and  type  of  follow-up  required  by  this  intervention  to  ensure 
success  must  still  be  determined,  as  must  the  appropriate  target  population  among  elderly  inpatients. 
Formal  evaluation  beyond  process  analysis  is  also  almost  entirely  lacking  for  this  intervention. 

In  general,  the  literature  that  has  reviewed  these  interventions  points  to  the  now  all-too-familiar 
gaps  in  the  current  health  care  delivery  system.  They  include  the  lack  of  overall  coordination  and 
monitoring  of  care  for  the  elderly,  an  insufficient  level  of  primary  and  acute  care  for  nursing-home 
patients,  poor  access  to  a  range  of  subacute  services  and  a  shortage  of  physicians  with  geriatric 
training  for  community-dwelling  elderly,  and  insufficient  efforts  to  prevent  the  very  highest  cost 
diseases  and  reduce  complications  that  arise  during  hospitalization.  The  literature  also  suggests 
several  groups  of  elderly  who  might  benefit  from  interventions  such  as  comprehensive  geriatric 
assessment,  enhanced  hospital  discharge  planning,  and  S/HMOs.  They  include  individuals  whose 
conditions  are  difficult  to  stabilize  or  who  require  regimens  of  medications  or  diets  that  must  be 
monitored  for  compliance  or  change  (for  example,  individuals  with  heart  disease),  those  for  whom 
medications  are  likely  to  lead  to  adverse  events,  and  those  facing  nursing-home  placement  without 
first  being  evaluated  for  rehabilitative  potential. 
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I.  INTRODUCTION 


Due  to  their  higher  incidence  of  acute  and  chronic  health-care  problems,  individuals  over  the 
age  of  65  use  more  inpatient  hospital  services  than  their  proportion  of  the  total  population,  and  their 
use  continues  to  increase  as  they  age.  In  1985,  individuals  over  age  65  comprisedl2  percent  of  the 
U.S.  population,  but  accounted  for  30  percent  of  all  hospital  discharges  and  41  percent  of  days  spent 
in  acute  inpatient  hospitals.  Individuals  over  age  75  comprised  only  5  percent  of  the  population,  but 
accounted  for  16  percent  of  hospital  discharges  and  22  percent  of  hospital  days  (U.S.  Senate  Special 
Commission  on  Aging,  1987-88). 

Acute  inpatient  care  for  the  elderly  represents  a  substantial  proportion  of  the  Medicare  budget. 
Total  Medicare  expenditures  were  estimated  to  be  $101  billion  in  1989-$54  billion  of  which  was 
reimbursement  for  inpatient  hospital  care.  Medicare  reimbursement  for  inpatient  care  has  declined 
as  a  proportion  of  total  Medicare  Hospital  Insurance  (Part  A)  spending,  from  94  percent  in  1980  to 
89  percent  in  1989,  due  largely  to  the  introduction  of  prospective  reimbursement.  However,  at  $54 
billion  in  1989,  acute  inpatient  care  for  Medicare  beneficiaries  (nearly  90  percent  of  whom  are 
elderly)  represents  an  area  in  which  significant  reductions  might  still  be  made  (National  Center  for 
Health  Statistics,  1991). 

This  report  synthesizes  the  literature  on  interventions  to  reduce  acute  inpatient  hospital  use 
among  the  elderly,  and  it  focuses  particularly  on  their  targeting  efforts.  In  describing  the 
interventions  and  assessing  their  relative  effectiveness  at  reducing  hospital  use,  we  address  the  degree 
to  which  targeting  increased  (or  reduced)  effectiveness,  the  degree  to  which  different  interventions 
shared  targeting  strategies,  and  the  degree  to  which  the  experiences  of  these  interventions  and  their 
targeting  strategies  may  guide  future  efforts  to  reduce  hospital  use. 
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A.    THE  EVOLUTION  OF  EFFORTS  TO  REDUCE  HOSPITAL  USE  AMONG  THE  ELDERLY 

Practitioners  and  researchers  in  the  field  of  geriatric  medicine  have  long  recognized  that, 
although  the  elderly  as  a  group  use  a  disproportionate  share  of  acute  inpatient  care,  their  high  rate 
of  use  is  distributed  unevenly  across  their  population.  Subgroups  of  elderly  individuals,  referred  to 
in  the  literature  as  "high-cost"  (or  "high-risk")  users  of  acute  inpatient  care,  account  for  a  large  share 
of  the  costs.  For  example,  Zook  and  Moore  (1980)  estimated  that  the  high-cost  13  percent  of  a 
sample  of  2,200  hospital  discharges  accounted  for  the  same  level  of  hospital  billing  as  the  low-cost 
87  percent.  Researchers  have  tried  to  identify  high-cost  users  in  the  hopes  that  interventions  can  be 
designed  to  reduce  hospital  use  among  these  individuals. 

Similar  efforts  to  reduce  nursing-home  use  by  identifying  individuals  at  risk  of  nursing-home 
placement  and  providing  them  with  home-  and  community-based  alternatives  to  nursing-home 
placement  have  not  been  particularly  successful.  This  failure  has  been  attributed  both  to  the 
relatively  small  number  of  elderly  who  actually  become  long-term  nursing-home  residents  and  to  the 
difficulty  of  identifying  elderly  persons  who  would  enter  a  nursing  home  in  the  absence  of  the 
intervention  being  tested.  A  key  lesson  from  long-term  care  research  is  that  many  highly  and 
variously  impaired  elderly  individuals  who  live  in  the  community  with  quite  tenuous  informal  support 
need  the  type  of  services  provided  by  nursing-home  diversion,  interventions.  But  because  many  such 
individuals  "would  rather  die  than  go  into  a  nursing  home"  or  because  nursing-home  beds  are 
inaccessible,  very  few  enter  a  nursing  home  in  the  absence  of  intervention  services. 

In  contrast,  hospital  admission  is  much  more  common  than  nursing-home  admission;  hospital  beds 
are  generally  available,  hospital  care  is  covered  under  Medicare,  and  hospital  use  is  less  discretionary 
and  is  not  affected  as  much  by  patients'  attitudes  as  is  nursing-home  placement.  In  addition,  because 
hospital  care  is  much  more  expensive  on  a  per-diem  basis,  even  modest  reductions  in  the  use  of 
hospital  care  could  be  cost-effective.  Thus,  developing  interventions  to  reduce  hospital  use  and 
targeting  them  at  high-cost  users  seems  to  be  a  promising  strategy  for  reducing  overall  health-care 
expenditures  for  the  elderly. 
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Interventions  to  reduce  hospital  use  tend  to  adopt  one  of  two  basic  targeting  approaches.  The 
first  targets  individuals  believed  to  be  high-cost  users  (usually  individuals  whose  conditions  may  lead 
to  numerous  readmissions).  The  second  approach  targets  stays  (or  portions  of  stays)  for  which 
subacute  levels  of  care  may  be  more  appropriate.  Interventions  for  the  first  group  attempt  to  reduce 
the  likelihood  of  future  admission  by  providing  such  components  as  assessment,  coordination  of  care, 
patient  monitoring  after  an  initial  hospital  admission,  and,  often,  referral  to  subacute  care. 
Interventions  targeted  at  stays  attempt  to  reduce  the  length  of  an  acute  stay  or  even  prevent  the  stay 
by  increasing  access  to  coordinated  subacute  care  in  a  variety  of  settings-skilled  nursing  facilities, 
inpatient  and  outpatient  rehabilitation"  facilities,  subacute  units  in  acute  inpatient  hospitals  and 
nursing  homes,  and  home-health  care. 

This  synthesis  describes  six  types  of  hospital-use  reduction  interventions.  Three  types- 
comprehensive  geriatric  assessment,  home-  and  community-based  services,  and  social  health 
maintenance  organizations-generally  target  potentially  high-cost  users.  The  other  three— enhanced 
discharge  planning,  nursing-home  enhancement,  and  hospice-generally  target  the  acute  stay  by 
improving  access  to  alternative  levels  of  care.  However,  as  our  synthesis  shows,  the  two  types  of 
interventions  share  common  features,  including  targeting  strategies. 

B.    THE  CHARACTERISTICS  OF  HIGH-COST  USERS  OF  ACUTE  INPATIENT  HOSPITAL 
CARE 

Because  high-cost  users  are  a  likely  target  population  for  interventions  to  reduce  hospital  use, 
the  results  of  studies  to  identify  high-cost  users  are  discussed  briefly  in  this  section.  Most  of  the 
studies  selected  the  patients  for  the  research  according  to  the  principal  diagnosis  for  a  hospital  stay, 
since  diagnosis  itself  was  considered  to  be  the  most  likely  characteristic  to  predict  high-cost  use  (and 
one  that  was  readily  available  from  medical  records  and  Medicare  claims).  Other  characteristics 
considered  to  be  potential  predictors  of  high-cost  use  have  been  demographics,  the  need  for  and 
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availability  of  informal  support  in  the  home,  prognosis,  and  the  use  of  multiple  prescription  drugs. 
Table  LI  summarizes  the  factors  that  several  studies  have  identified  as  predicting  high-cost  use. 

In  one  of  the  earliest  studies  of  high-cost  inpatient  hospital  use,  Zook  and  Moore  (1980) 
reviewed  the  medical  records  of  2,238  elderly  and  nonelderly  discharges  selected  randomly  from  six 
different  hospital  populations  in  1976--adults  in  a  teaching  hospital,  a  suburban  community  hospital, 
a  municipal  hospital,  a  veterans  hospital  for  spinal  cord  injury,  and  a  regular  veterans  hospital,  and 
children  in  a  teaching  hospital.  Three  findings  from  this  study  are  noteworthy.  First,  among  the 
highest-cost  patients  in  1976,  repeated  hospitalization  for  the  same  disease  was  more  frequent  than 
single  cost-intensive  stays  or  single  prolonged  stays.  Second,  the  highest-cost  patients  had  at  least  one 
unexpected  complication  during  treatment  during  one-third  to  nearly  one-half  of  their  stays-five  times 
the  figure  for  lower-cost  patients.  And,  third,  death  and  terminal  illness  occurred  in  approximately 
20  percent  of  the  high-cost  stays,  compared  with  less  than  5  percent  of  low-cost  stays.  This  last 
finding  was  consistent  with  the  finding  of  Lubitz  and  Prihoda  (1983)  that  individuals  with  terminal 
illness  comprised  only  5  percent  of  all  Medicare  beneficiaries  in  1978  but  accounted  for  28  percent 
of  Medicare  expenditures. 

Gooding  and  Jette  (1985)  examined  six-month  hospital  readmission  rates  among  a  sample  of  444 
elderly  patients  whose  principal  discharge  diagnosis  was  cerebrovascular  disease,  hip  fracture,  or 
congestive  heart  failure.  The  overall  readmission  rate  was  24  percent,  but  the  readmission  rate 
among  patients  with  congestive  heart  failure  was  36  percent.  These  patients  also  had  the  highest 
number  of  readmissions  per  readmitted  patient.  The  authors  concluded  that  patients  with  congestive 
heart  failure  were  prime  candidates  for  posthospital  intervention,  since  the  successful  control  of 
congestive  heart  failure  requires  that  the  patients  participate  actively  in  controlling  their  diets  and 
cooperating  with  established  medication  regimens. 

Fethke,  Smith,  and  Johnson  (1986)  examined  one-year  readmission  rates  among  for  a  sample  of 
101  patients,  age  70  or  older,  who  were  discharged  to  the  community  from  an  acute-care  hospital  in 
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TABLE  1.1 


FACTORS  ASSOCIATED  WITH  HIGH-COST  HOSPITAL  USE  IN 
STUDIES  SEEKING  TO  IDENTIFY  HIGH-COST  USERS 


Studies 


Characteristics  of  Users 

Repeated  hospitalizations  for  the  same  general 
disease  or  chronic  condition 


Terminal  illness 

Polypharmacy 
Unexpected  complications 

Widowhood/lack  of  informal  support 


Eggert  and  Friedman  (1988) 

Ellis  and  Ash  (1988) 

Fethke,  Smith,  and  Johnson  (1986) 

Gooding  and  Jette  (1985) 

U.S.  Department  of  Health  and 

Human  Services  (1990) 
Zook  and  Moore  (1980) 

Lubitz  and  Prihoda  (1983) 
Schlenker  and  Berg  (1989) 
Zook  and  Moore  (1980) 

Thornton,  Felt,  Pajk,  et  al.  (1991) 

Gooding  and  Jette  (1985) 
Zook  and  Moore  (1980) 

Fethke,  Smith,  and  Johnson  (1986) 
Schlenker  and  Berg  (1989) 


Access  to  Subacute  Care 

Nonavailability  of  subacute  care  in  the  community 

Nonavailability  of  acute  care  in  nursing  homes 


Bowlyow  (1990) 
Gooding  and  Jette  (1985) 
Schlenker  and  Berg  (1989) 

Bowlyow  (1990) 

Eggert  and  Friedman  (1988) 
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1982  and  1983.  The  primary  purpose  of  their  study  was  to  identify  non-disease-specific  factors 
associated  with  readmission.  The  overall  readmission  rate  for  this  sample  at  six  weeks  was 
approximately  20  percent;  at  one  year,  it  was  just  over  45  percent.  Sex,  life  satisfaction,  and  a 
weighted  severity-of-illness  factor  (combining  the  number  of  diagnoses,  chronic  conditions,  and 
medications)  were  associated  with  readmission  within  six  weeks.  But  widowhood,  prior  hospitalization 
(that  is,  hospitalization  prior  to  the  admission  according  to  which  the  patient  was  selected  for  the 
study),  and  life  satisfaction  were  associated  with  readmission  at  one  year. 

In  a  review  of  studies  to  identify  patients  with  multiple  hospital  admissions  (including  some  of 
the  studies  just  discussed),  Eggert  and  Friedman  (1988)  make  two  important  points.  First,  the  task 
of  identifying  individuals  at  risk  of  incurring  high  hospital  costs  has  proved  to  be  somewhat  elusive; 
some  researchers  conclude  that  such  individuals  have  repeated  hospital  stays  for  the  same  disease, 
while  others  conclude  that  high-cost  users  have  a  set  of  comorbidities  that  are  not  necessarily 
interrelated.  Second,  in  developing  criteria  to  identify  high-cost  users,  one  must  consider  both 
whether  and  the  extent  to  which  high-cost  use  regresses  to  the  mean  over  time.  Thus,  in  targeting 
interventions  to  reduce  hospital  use,  policymakers  must  distinguish  the  chronically  ill  whose  use  will 
remain  high-cost  over  time  from  the  majority  whose  use  will  regress  toward  the  mean  over  time 
without  intervention. 

Regression  to  a  mean  level  of  hospital  use  is  illustrated  in  the  data  from  the  National  Long  Term 
Care  (Channeling)  Demonstration  (Wooldridge  and  Schore,  1986).  Although  the  Channeling 
intervention  was  targeted  specifically  at  individuals  at  high  risk  of  nursing-home  placement,  it 
identified  a  sample  of  elderly  individuals  whose  hospital  use  was  very  high:  49  percent  of  the  sample 
had  at  least  one  hospital  admission  during  the  two  months  prior  to  entering  the  demonstration,  and 
approximately  45  percent  of  the  control  group  for  the  evaluation  had  a  hospital  admission  during  the 
first  six  months  after  enrolling  in  the  demonstration.  However,  the  hospital  admission  rate  among 
the  control  group  during  the  second  six  months  after  enrollment  was  only  about  37  percent.  This 
decline  was  attributed  to  the  death  of  relatively  sicker  sample  members  during  the  first  six  months, 
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and  to  the  diminished  importance  of  health  problems  that  may  have  originally  prompted  application 
for  demonstration  services. 

Ellis  and  Ash  (1988)  describe  a  study  that  proposed  an  alternative  to  the  Adjusted  Average  Per 
Capita  Cost  (AAPCC)  formula  used  to  reimburse  Medicare  HMOs.  (AAPCCs  rely  on  demographic 
and  geographic  information.  However,  diagnostic  information,  as  provided  by  the  Diagnostic  Cost 
Group  (DCG)  model,  was  found  to  predict  future  Medicare  spending  more  accurately.)  The  Ellis 
and  Ash  study  examined  the  relationship  between  the  principal  diagnosis  for  Medicare-covered 
hospital  stays  for  285,963  beneficiaries  in  1984  and  total  Medicare  reimbursement  during  the  year 
following  hospital  admission.  We  discuss  this  study  because  it  highlights  some  interesting  differences 
between  the  most  expensive  and  the  most  prevalent  diagnoses. 

Ellis  and  Ash  formulated  DCG  categories  first  by  deleting  hospital  stays  of  two  days  or  less  and 
stays  that  an  independent  panel  of  physicians  deemed  to  be  highly  discretionary.1  They  then 
combined  the  remaining  diagnoses  into  diagnostic  subgroups,  and  organized  them  into  eight  categories 
according  to  increasing  levels  of  average  1985  Medicare  expenditures  for  all  covered  services.  The 
proportion  of  expenditures  represented  by  each  group  (with  the  lowest  expenditures  for  DCG  0  and 
the  highest  for  DCG  7)  and  the  typical  diagnosis  for  each  group  (with  its  ICD-9  code)  are  as  follows: 


DCG  7 

1% 

Cancer  of  the  esophagus  (150) 

DCG  6 

4% 

Cancer  of  the  trachea  or  lung  (162) 

DCG  5 

5% 

Asthma  (493) 

DCG  4 

10% 

Cancer  of  the  prostate  (185) 

DCG  3 

10% 

Cancer  of  the  colon  (153) 

DCG  2 

20% 

Acute  myocardial  infarction  (410) 

DCG  1 

20% 

Intestinal  obstruction  (560) 

DCGO 

30% 

Genital  prolapse  (618) 

Deleting  very  short  and  highly  discretionary  stays  eliminated  some  stays  that  may  have  been 
expensive  but  were  less  likely  to  reflect  an  ongoing  need  for  care.  Furthermore,  by  basing  DCG 
categories  on  reimbursement  during  the  year  after  hospitalization,  regression  to  the  mean  during  that 
year  was  incorporated  into  the  category  ranking  (Hill  and  Brown,  1990). 
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While  this  classification  reflects  the  most  expensive  diagnoses  for  treatment  over  the  course  of  a  year, 
it  does  not  distinguish  between  high  costs  due  primarily  to  single-intensive  hospital  stays  and  those 
due  to  repeat  admissions.  (Individuals  with  repeat  admissions  may  be  more  amenable  to  interventions 
to  reduce  hospital  use.)  Furthermore,  the  most  expensive  groups  (DCGs  5  to  7)  did  not  include  the 
most  prevalent  diagnoses.  The  five  most  prevalent  diagnoses  were  heart  failure  (4  percent),  cardiac 
dysrhythmia  (3  percent),  acute  myocardial  infarction  (2  percent),  fracture  of  the  femur  (2  percent), 
and  hyperplasia  of  the  prostate  (2  percent).  The  average  1985  expenditures  for  these  diagnoses 
ranged  from  $3,056  for  hyperplasia  of  the  prostate  to  $7,648  for  heart  failure.  (As  a  point  of 
reference,  average  expenditures  for  individuals  with  cancers  of  the  trachea  or  lung  were  $10,430 
and  $4,934  for  ind       lis  with  acute  myocardial  infarction.) 

A  recent  study  by  the  Health  Care  Financing  Administration  (U.S.  Department  of  Health  and 
Human  Services,  1990)  describes  rehospitalization  rates  and  other  adverse  outcomes  stemming  from 
eight  surgical  procedures  performed  frequently  on  elderly  individuals  in  an  acute  inpatient  setting  and 
believed  to  be  associated  with  a  substantial  number  of  adverse  outcomes:  hip  replacement,  knee 
replacement,  reduction  of  a  fracture  of  the  femur,  replacement  of  the  head  of  the  femur,  total 
cholecystectomy,  partial  excision  of  the  large  intestine  (separately  for  patients  with  and  without 
cancer),  coronary  artery  bypass  graft  (CABG),  and  percutaneous  transluminal  coronary  angioplasty 
(PTCA).  Reduction  of  a  fra  -  ture  of  the  femur  and  replacement  of  the  head  of  the  femur  were  most 
likely  to  be  associated  with  an  adverse  outcome  within  the  hospital  stay  during  which  the  surgery  was 
performed.  However,  rehospitalization  for  a  surgery-related  infection  was  most  likely  for  patients 
who  had  knee  or  femur  replacements,  while  rehospitalization  for  some  other  adverse  surgery-related 
outcome  was  most  likely  for  patients  who  had  CABG  or  PTCA.  The  analysis  in  this  report  was  based 
on  MEDPARS  data.  In  the  absence  of  more  detailed  case  study-type  data,  the  MEDPARS  data 
could  not  suggest  which  and  how  observed  rehospitalizations  and  other  adverse  outcomes  might  have 
been  prevented. 
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Finally,  in  a  review  of  the  literature  on  adverse  drug  reactions  among  the  elderly,  Thornton,  Felt, 
Pajk,  et  al.  (1991)  note  that  the  elderly  use  three  times  as  many  prescription  drugs  as  do  younger 
individuals.  Adverse  drug  reactions  from  improper  drug  use,  drug  interactions,  or  the  redundant  use 
of  drugs  in  the  same  pharmacological  class  are  a  pervasive  problem  among  the  elderly.  Thornton  et 
al.  note  that  researchers  have  estimated  that  10  percent  or  more  hospital  admissions  for  the  elderly 
are  due  to  drug-induced  illness.  The  percentage  almost  doubles  when  admissions  for  an  exacerbation 
of  a  condition  due  to  poor  compliance  with  a  medication  regimen  are  included.  Other  researchers 
have  estimated  that  the  total  cost  of  drug-related  hospital  admissions  among  the  elderly  was  $4.5 
billion  in  1983. 

Thus,  considerable  effort  has  been  devoted  to  identifying  individuals  with  potentially  high-cost 
hospital  use  and  the  events  that  may  cause  such  use.  A  wide  variety  of  reasons,  such  as  specific 
diagnostic  conditions,  terminal  status,  polypharmacy,  and  unexpected  complications,  have  been 
identified  as  factors  that  contribute  to  high-cost  hospital  use.  However,  the  work  of  Eggert  and 
Friedman  and  Ellis  and  Ash  reminds  us  that,  in  designing  interventions  to  reduce  hospital  use,  we 
must  distinguish  between  high-cost  users  whose  high  hospital  expenditures  taper  off  quickly  (and, 
thus,  who  may  not  be  appropriate  intervention  targets)  and  those  who  incur  moderate-to-high 
expenditures  continuously  over  the  long  run. 

C.    DEVELOPING  INTERVENTIONS  TO  REDUCE  HOSPITAL  USE 

Three  issues  are  critical  to  developing  interventions  to  reduce  acute  inpatient  hospital  use: 
establishing  intervention  goals,  determining  the  mechanism  through  which  hospital  use  is  to  be 
reduced  (that  is,  the  design  of  the  intervention),  and  assessing  the  individuals  for  whom  hospital  use 
is  likely  to  be  reduced  (that  is,  the  target  population  of  the  intervention).  While  the  goal  of  all 
interventions  described  in  this  report  was  to  reduce  acute  inpatient  hospital  use,  this  may  not  have 
been  their  primary  goal.  For  example,  some  interventions  (such  as  the  Social/Health  Maintenance 
Organization)  focus  more  generally  on  reducing  the  overall  costs  of  health  care.  Since  acute  inpatient 
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care  usually  represents  a  large  proportion  of  total  health-care  spending,  these  interventions  focus 
heavily  on  acute  inpatient  care.  Other  interventions  (such  as  hospice)  focus  more  specifically  on 
reducing  acute  inpatient  care  per  se,  often  because  it  is  felt  to  be  an  unnecessarily  intense  and 
expensive  level  of  care  for  some  patients.  Naturally,  interventions  with  both  types  of  primary  goals 
seek  to  reduce  hospital  use  while  concomitantly  ensuring  the  patient's  health,  well-being,  functioning, 
and  quality  of  care. 

As  noted,  organizations  that  implement  hospital  reduction  interventions  sometimes  have  other 
goals  as  well.  For  example,  some  hospitals  develop  long-term-care-type  service  packages,  such  as 
enhanced  hospital  discharge  planning,  in  response  to  increased  competition  and  the  perceived 
limitations  placed  on  them  by  prospective  payment.  For  nursing  homes  that  are  developing  subacute 
care  units,  another  goal  is  to  reduce  traumatic  and  expensive  patient  transfers  to  hospitals  (Bowlyow, 
1990). 

Despite  different  goals,  intervention  designs  often  share  features  meant  to  accommodate  the 
diversity  of  the  elderly  population  and  to  overcome  deficiencies  in  the  current  acute  and  long-term 
health-care  delivery  systems.  These  features  include  assessment,  monitoring,  and  enhanced  access 
to  and  the  coordination  of  health-care  services.  Because  the  interventions  share  these  features,  their 
designs  frequently  overlap.  For  example,  comprehensive  geriatric  assessment,  an  intervention  in  and 
of  itself,  will  often  appear  in  some  form  as  a  component  of  another  intervention  (for  example, 
enhanced  hospital  discharge  planning). 

In  the  wake  of  a  decade  of  nursing-home  diversion  initiatives  that  have  largely  failed  to  reduce 
nursing-home  use  due  to  (some  say)  inadequate  targeting,  targeting  has  become  a  critical  issue  in  the 
design  of  recent  health  service  delivery  programs.  Nevertheless,  targeting  criteria  for  many  hospital- 
use  reduction  interventions  tend  to  be  somewhat  vague  and  driven  by  the  nature  of  the  intervention's 
host  organization.  Criteria  are  often  based  on  clinical  judgment  about  who  might  benefit  the  most, 
rather  than  on  easily  quantifiable  patient  characteristics.   Thus,  for  example,  inpatient  geriatric 
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assessment  units  and  enhanced  hospital  discharge  planning  tend  to  be  geared  toward  all  elderly 
patients  in  an  acute  inpatient  hospital  or  to  those  elderly  patients  whom  clinicians  feel  are  likely  to 
face  problems  upon  discharge.  Other  interventions  are  targeted  more  specifically;  the  most  obvious 
example  is  hospice,  which  is  usually  targeted  at  individuals  with  a  prognosis  of  six  months  or  less  to 
live. 

A  final  issue  critical  to  evaluating  interventions  to  reduce  hospital  use  is  the  type  of  study  design 
used  to  assess  effectiveness.  Many  of  the  evaluations  reviewed  in  this  synthesis  are  based  on  process 
analyses  (that  is,  descriptions  of  interventions,  sometimes  including  interviews  with  clinicians  and 
administrators  or  data  on  the  delivery  of  intervention  services).  Occasionally,  if  the  study  has 
collected  data  on  hospital  use  during  or  after  the  intervention,  the  analysis  will  compare  that  use  with 
use  among  the  general  Medicare  population.  Or  a  panel  of  physicians  will  review  medical  records 
retrospectively  to  predict  hypothetical  patient  outcomes  in  the  absence  of  the  intervention.  Other 
studies  utilize  quasi-experimental  designs  (that  is,  they  compare  the  post-intervention  outcomes  of 
patients  with  the  outcomes  of  a  group  of  individuals  whose  measured  characteristics  are  believed  to 
be  similar  to  those  who  received  the  intervention);  few  use  randomized  experimental  designs. 

In  reviewing  the  results  of  several  home-  and  community-based  service  interventions,  Kemper, 
Applebaum,  and  Harrigan  (1987)  make  several  observations  about  the  use  of  quasi-experimental 
designs  which  are  equally  relevant  to  the  studies  reviewed  here.  First,  among  studies  that  relied  on 
a  quasi-experimental  design,  even  the  measured  characteristics  of  treatment  and  comparison  group 
members  often  differed,  sometimes  substantially.  Further,  multivariate  analysis  to  control  statistically 
for  differences  in  measured  characteristics  does  not  eliminate  the  risk  of  bias  due  to  unmeasured 
differences  between  the  treatment  and  comparison  groups.  Second,  when  comparison  groups  are 
chosen  from  outside  the  intervention  catchment  area  (a  common  practice),  many  factors  other  than 
the  intervention  may  affect  outcomes.  Finally,  Kemper,  Applebaum,  and  Harrigan  cite  recent 
research  that  does  not  provide  reassuring  evidence  about  the  bias  of  quasi-experimental  designs: 
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when  the  actual  results  of  a  randomized  employment  and  training  experiment  were  compared  with 
those  of  a  study  of  the  same  experiment  based  on  a  quasi-experimental  design,  substantial  differences 
emerged.  Thus,  knowledge  of  the  type  of  study  design  used  for  evaluation  is  critical  to  assessing  the 
validity  of  estimates  of  the  effectiveness  of  interventions. 

D.    QUESTIONS  TO  BE  ADDRESSED  IN  THE  REMAINDER  OF  THE  REPORT 

The  purpose  of  this  synthesis  is  twofold.  The  first  is  to  describe  the  specific  goals,  design,  and 
targeting  criteria  of  six  types  of  interventions  believed  to  have  the  potential  to  reduce  hospital  use 
among  the  elderly:  comprehensive  geriatric  assessment,  enhanced  hospital  discharge  planning, 
nursing-home  staff  enhancement,  hospice  care,  home-  and  community-based  services,  and  social 
health  maintenance  organizations.  We  review  several  studies  of  each  type  of  intervention  to  illustrate 
variations  in  their  implementation  and  evaluation.  The  second  purpose  of  this  synthesis  is  to 
summarize  the  results  of  the  studies  as  they  respond  to  the  following  questions: 

•  How  successful  have  programs  been  at  reducing  hospital  use  and  expenditures  among  the 
elderly? 

•  How  are  such  programs  targeted,  and  to  what  extent  are  they  targeted  at  the  same 
populations?  To  what  extent  has  targeting  affected  their  success? 

•  Can  conclusions  be  drawn  from  these  programs  to  guide  future  efforts  at  reducing  acute 
inpatient  hospital  costs  among  the  elderly  and  total  costs  more  generally? 

Chapters  II  through  VII  discuss  each  of  the  six  types  of  intervention.  Chapter  VIII  draws 
conclusions  about  the  relative  effectiveness  of  the  interventions  and  suggests  areas  for  future 
research.  The  appendix  to  the  synthesis  contains  an  annotated  bibliography  of  the  articles  included 
in  each  chapter.  The  annotations  are  arranged  alphabetically  within  chapter  designations.  Most  of 
the  literature  cited  in  the  synthesis  has  been  annotated;  a  few  supplementary  articles  appear  only  as 
references  at  the  end  of  the  synthesis.  Annotations  begin  with  the  abstracts  that  introduced  the 
articles;  the  abstracts  were  taken  verbatim  from  the  journal  in  which  the  article  appeared.  (If  no 
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abstract  was  included  with  the  article,  none  appears  in  the  annotation.)  Articles  that  describe 
individual  interventions  are  summarized  according  to  program  goals,  intervention  designs,  targeting 
criteria,  study  designs  and  data,  the  effects  of  the  interventions  on  hospital  use,  and  the  conclusions 
drawn  by  the  authors.  Articles  in  which  the  authors  review  a  number  of  interventions,  as  well  as 
those  that  provide  background  material,  are  summarized  in  a  more  general  way. 
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II.  COMPREHENSIVE  GERIATRIC  ASSESSMENT 


British  geriatricians  in  the  mid-1900s  observed  that  many  disabled  elderly  individuals  were  being 
placed  routinely  in  nursing  homes  without  careful  evaluation  (medical  or  psychosocial)  and  without 
allowing  them  a  period  of  rehabilitation  before  placement.  Thus,  the  British  model  of  geriatric 
assessment  evolved  according  to  two  basic  principles: 

•  Many  elderly  patients  need  a  more  specialized,  interdisciplinary  diagnostic  and 
therapeutic  approach  to  their  care  than  do  younger  patients. 

•  No  patient  should  be  admitted  to  a  long-term  care  facility  without  a  careful  medical  and 
psychosocial  assessment  and,  for  most  patients,  a  rehabilitation  trial  (Rubenstein,  1987). 

In  the  United  States,  the  most  striking  current  problems  in  the  health-care  system  for  the  elderly 
beyond  inappropriate  nursing-home  placement  are  incomplete  medical  diagnosis,  a  lack  of 
coordinated  community  support  services,  the  overprescription  and  lack  of  coordination  of  medications, 
and  the  underutilization  of  rehabilitation  (Rubenstein,  1987).  Thus,  comprehensive  geriatric 
assessment  as  it  has  evolved  in  the  United  States,  embodying  the  principles  of  the  British  physicians, 
is  an  appealing  model  that  proponents  believe  addresses  many  of  the  shortcomings  of  the  health-care 
system  for  the  elderly  and  can  reduce  acute,  as  well  as  overall,  health-care  costs. 

A.    THE  GOALS  AND  COMPONENTS  OF  COMPREHENSIVE  GERIATRIC  ASSESSMENT 

The  goals  of  comprehensive  geriatric  evaluation  (and,  indeed,  some  of  its  claimed  benefits)  are 
to  enhance  the  accuracy  of  diagnoses  and  treatment  planning,  engender  more  appropriate  placement 
decisions  and  fewer  referrals  to  nursing  homes,  improve  the  functional  and  mental  status  of  patients, 
prolong  the  lives  of  patients,  and  lower  the  overall  use  of  expensive  institutional  care  services 
(including  hospital  services  over  the  long  term).  Comprehensive  geriatric  assessment  as  practiced  in 
the  United  States  includes  the  following:  medical  and  psychosocial  evaluation  by  a  multidisciplinary 
team,  treatment  planning,  treatment  coordination  (possibly  including  either  patient  monitoring  after 
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initial  assessment  or  formal  case  management),  and  often  some  type  of  rehabilitative  therapy, 
particularly  for  those  for  whom  nursing-home  placement  might  be  necessary.  The  multidisciplinary 
team  usually  includes  geriatricians  and  other  physicians;  physical,  occupational,  and  speech  therapists; 
social  workers;  pharmacists;  and  nurses. 

Practice  settings  for  geriatric  assessment  include  inpatient  and  outpatient  units,  clinics,  and 
patient  homes  in  the  community.  Geriatric  assessment  programs  tend  to  have  broad  targeting  criteria 
that  frequently  pertain  to  the  practice  setting  of  the  program  and  the  type  of  services  typically 
provided  by  the  host  organization.  For  example,  programs  housed  in  inpatient  acute-care  facilities 
target  individuals  who  are  currently  receiving  acute  care  as  inpatients.  (These  programs  often  screen 
patients  for  specific  conditions,  functional  disabilities,  and  unmet  informal  care  needs.)  Extra- 
institutional  interventions,  particularly  those  that  serve  patients  in  their  homes,  tend  to  target  a  more 
general  elderly  population.  Perhaps  because  geriatric  assessment  is  regarded  as  preventive  health 
care,  it  is  not  currently  reimbursed  by  Medicare  or  other  insurers  who  traditionally  pay  only  for  the 
treatment  of  specific  conditions.  Thus,  geriatric  assessment  has  been  implemented  primarily  in 
prepaid  systems  such  as  HMOs,  which  use  it  as  a  financial  risk  management  tool,  believing  it  will 
reduce  costs  over  the  long  run.  Geriatric  assessment  has  also  been  implemented  by  some  Veterans 
Administration  (VA)  facilities,  which  provide  health  care  for  elderly  veterans  outside  the  regular 
Medicare  system. 

This  chapter  discusses  geriatric  assessment  as  a  stand-alone  intervention.  However,  it  also 
appears  as  a  component-although  a  somewhat  less  rigorously  practiced  component~of  interventions 
that  will  be  discussed  later  (for  example,  enhanced  hospital  discharge  planning  and  home-  and 
community-based  care).  Similarly,  geriatric  assessment  contains  a  care-coordination  component,  which 
is  the  hallmark  of  home-  and  community-based  service  interventions. 
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B.    GERIATRIC  ASSESSMENT  PROGRAMS  AND  EVALUATION  EFFORTS 

Rubenstein  (1987)  reviews  numerous  studies  of  geriatric  assessment  programs  carried  out  in  a 
variety  of  settings  and  evaluated  with  a  variety  of  study  designs.  Twelve  studies  examined  effects  on 
acute  hospital  use.  The  four  studies  that  encompassed  follow-up  over  a  year  or  more  after 
assessment  reported  a  reduction  in  hospital  use  and  lower  total  health-care  costs  over  time.  However, 
when  the  initial  hospitalization  included  the  geriatric  assessment  intervention,  the  initial  stay  was 
longer  for  patients  in  some  studies  and  shorter  for  some  in  others  relative  to  patients  not  receiving 
geriatric  assessment.  Rubenstein  concluded  that  whether  the  initial  stay  was  longer  or  shorter 
depended  on  the  intensity  of  the  intervention  and  the  speed  and  thoroughness  of  hospital  services 
used  by  comparison  patients.  He  further  concluded  that  the  interventions  in  two  of  the  studies  in 
which  geriatric  assessment  failed  to  reduce  acute  hospital  use  in  either  the  short-  or  long-term 
suffered  from  two  problems:  they  did  not  target  patients  who  were  likely  to  benefit  from  the 
intervention,  and  their  study  designs  did  not  adopt  random  assignment.  He  believes  that  the 
individuals  who  are  most  likely  to  benefit  from  geriatric  assessment  are  those  who  are  "on  the  verge 
of  needing  institutionalization,"  who  are  poor,  and  who  lack  primary  medical  care  and  adequate 
support  systems. 

Rubenstein,  Josephson,  Wieland,  et  al.  (1984)  evaluated  an  inpatient  geriatric  assessment  unit 
in  Sepulveda  VA  Medical  Center  (California)  from  mid-1980  to  the  end  of  1982  in  which  123  eligible 
patients  were  assigned  randomly  to  geriatric  assessment  or  routine  care  within  the  VA  system.  The 
intervention  also  included  ongoing  care  for  patients  in  the  Medical  Center's  geriatric  outpatient  clinic. 
Acute-care  patients  at  the  facility  were  eligible  for  the  study  if  they  were  receiving  acute  inpatient 
services  for  at  least  a  week,  were  age  65  or  older,  and  had  a  persistent  medical,  functional,  or 
psychosocial  problem  that  interfered  with  discharge  to  home.  Patients  were  excluded  for  the 
following  reasons:  if  they  had  severe  dementia  or  other  diseases  that  would  be  resistant  to  further 
medical  management  and  they  were  highly  functionally  impaired  and  had  no  community-based  social 
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support;  if  they  were  in  the  terminal  phases  of  severe  medical  disorders;  or  if  they  were  on  the  verge 
of  discharge  to  the  community,  were  functioning  well,  and  did  not  need  support  services  or  extended 
care.  The  study  found  that  patients  receiving  geriatric  assessment  with  follow-up  in  a  geriatric  clinic 
required  less  acute  care  and  incurred  lower  total  health-care  costs  after  one  year  than  did  similar 
patients  receiving  routine  VA  care.  For  example,  after  initial  discharge,  35  percent  of  patients 
receiving  geriatric  assessment  had  a  readmission  within  one  year,  compared  with  50  percent  of  the 
control  group.  The  total  costs  of  care  during  that  year  (adjusted  for  survival  time)  was  $23,000  for 
geriatric  assessment  patients,  compared  with  $28,000  for  patients  in  the  control  group.  The  authors 
attributed  the  success  of  the  program  to  several  factors:  careful  targeting  of  patients,  increased 
attention  to  specific  geriatric  problems  often  neglected  in  acute  care  (such  as  polypharmacy  and 
functional  and  psychosocial  impairment),  and  active  planning  with  the  patient  and  family  to  facilitate 
a  return  to  the  community. 

Morishita,  Siu,  Wang,  et  al.  (1989)  described  an  outpatient  geriatric  assessment  program  housed 
in  a  community  hospital  in  Los  Angeles.  (They  referred  to  their  program  as  a  "geriatric  day  hospital.") 
According  to  the  authors,  the  program  was  targeted  at  "frail  elderly  individuals,"  but  no  formal 
screening  criteria  were  mentioned.  Patients  were  referred  to  the  program  by  a  variety  of  sources  for 
a  variety  of  reasons.  Patients  referred  by  physicians  tended  to  require  diagnostic  procedures,  skilled 
nursing  care,  and  postacute  monitoring  and  treatment,  while  nursing  homes  most  often  referred 
patients  for  acute  evaluation  and  treatment  in  response  to  a  sudden  change  in  their  condition. 
Patients  who  were  self-referrals  or  were  referred  by  their  families  requested  comprehensive  geriatric 
evaluation.  The  study  approximated  the  effect  of  the  program  on  hospital  use  by  asking  the  referring 
physicians  how  they  would  have  treated  the  patients  in  the  absence  of  the  program.  Of  the  % 
patients  who  were  referred  by  physicians,  the  referring  physicians  reported  that  21  percent  would 
have  been  admitted  to  the  hospital,  another  7  percent,  who  were  using  the  program  for  postacute 
care,  would  have  stayed  in  the  hospital  longer,  and  4  percent  would  have  been  admitted  to  an  SNF. 
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A  model  of  geriatric  assessment  was  tested  in  a  Rhode  Island  HMO  by  Epstein,  Hall,  Fretwell, 
et  al.  (1990).  This  somewhat  more  limited  model  of  geriatric  assessment  included  evaluation  by  a 
geriatrician,  a  geriatric  nurse  practitioner,  and  a  geriatric  social  worker,  with  limited-duration 
telephone  follow-up  of  enrollees  by  HMO  staff.  (Limited  follow-up  was  chosen  as  potentially  more 
appropriate  for  HMOs.)  Any  HMO  enrollee  older  than  age  74  was  eligible  for  the  intervention,  as 
were  enrollees  between  the  ages  of  70  and  74  if  their  primary  physicians  rated  them  as  having  "fair 
or  worse  health"  or  as  experiencing  a  "very  likely  or  probable  deterioration."  Eligible  patients  were 
assigned  randomly  to  receive  geriatric  assessment,  a  consultation  with  an  internist  that  consisted  of 
a  medical  history  and  physical  examination,  or  routine  HMO  care.  (The  second  group  was  included 
to  determine  whether  any  observed  benefits  from  geriatric  evaluation  might  be  due  to  the  provision 
of  extra  medical  care  per  se.)  The  authors  found  that,  despite  the  fact  that  patients  who  received 
geriatric  assessment  were  more  likely  to  have  new  diagnoses  uncovered  and  to  have  recommendations 
made  about  changes  in  their  medication  regimens  and  the  use  of  community  services,  geriatric 
assessment  had  no  effect  on  the  rate  of  hospital  admission  over  the  12  months  following  assessment 
(although  small  but  not  statistically  significant  reductions  in  lengths  of  stay  and  costs  occurred  among 
those  who  were  hospitalized).  The  authors  hypothesized  that  the  lack  of  effectiveness  with  this 
intervention  may  have  been  due  to  a  combination  of  the  following  three  factors: 

•  Geriatric  assessment  may  require  continuing,  rather  than  limited,  follow-up  to  ensure  that 
assessment  recommendations  are  carried  out  and  that  care  plans  are  adjusted  over  time. 

•  Despite  the  fact  that  older  enrollees  were  targeted,  the  study  population  was  relatively 
healthy  to  begin  with  (and  would  have  had  lower-than-average  hospital  use  in  any  case, 
consistent  with  the  findings  of  favorable  selection  among  TEFRA  HMO  enrollees  in  Hill 
and  Brown,  1990). 

•  The  medical  care  received  by  the  control  group  was  likely  to  be  of  higher  quality  than 
the  care  routinely  found  in  the  fee-for-service  sector. 

Fox,  Heinen,  Kramer,  et  al.  (1991)  reviewed  the  use  of  screening  and  assessment  (and  other 
special  services  for  the  elderly)  by  eight  HMOs  located  in  California,  Massachusetts,  Minnesota, 
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Oregon,  and  Washington.  None  of  the  services  was  evaluated  formally;  the  review  was  based  on 
interviews  with  HMO  staff.  The  primary  goal  of  geriatric  assessment  in  several  of  these  HMOs  was 
to  identify  whether  home-  and  community-based  care  was  necessary.  In  some  of  the  programs, 
enrollees  who  were  screened  as  having  functional  or  cognitive  disabilities  were  referred  to 
geriatricians  or  other  physicians  for  a  more  comprehensive  assessment,  usually  including  a  functional 
evaluation,  mental  status  testing,  a  review  of  medications,  a  depression  test,  and  a  review  of  the 
enrollee's  social  situation  and  home  environment.  Referrals  for  physical  therapy  or  nutrition 
counseling  were  also  part  of  the  assessment.  However,  as  in  the  Rhode  Island  study,  the  degree  to 
which  the  recommendations  of  the  assessment  team  were  followed  varied  considerably  across  HMOs. 

Hendriksen,  Lund,  and  Stromgard  (1984)  and  Tulloch  and  Moore  (1979)  (both  of  which  were 
included  in  the  Rubenstein  review)  tested  still  more  limited  models  of  geriatric  assessment  with  a  non- 
targeted  sample  of  community-dwelling  elders  in  Denmark  and  the  United  Kingdom,  respectively. 
The  model  consisted  primarily  of  home  visits  by  home-care  nurses  to  explore  potential  socioeconomic 
needs  and  functional  problems.  Nurses  then  coordinated  services  for  any  needs  or  problems  that 
were  identified.  Elderly  persons  willing  to  participate  in  the  studies  were  assigned  randomly  to  the 
models  or  to  the  existing  service  systems  (both  of  which  tended  to  be  more  comprehensive  and 
accessible  than  the  U.S.  system).  The  Danish  study  found  that  treatment  group  members  had  a 
somewhat  lower  rate  of  hospital  admission  and  fewer  total  days  of  hospital  care  over  a  three-year 
period,  while  the  British  study  showed  a  somewhat  higher  rate  of  hospital  admission,  but  fewer  total 
days  of  hospital  care  over  a  two-year  period. 

C.  SUMMARY 

Compared  with  some  of  the  interventions  that  will  be  reviewed  in  the  following  chapters, 
geriatric  assessment  has  been  the  subject  of  relatively  intense  scrutiny  and  several  random-design 
evaluations.  However,  as  illustrated  in  this  chapter,  geriatric  assessment  has  been  interpreted  in  a 
variety  of  ways.  Intervention  models  range  from  (1)  a  comprehensive  model  of  inpatient  care  with 
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relatively  specific  targeting  criteria  (as  tested  at  the  Sepulveda  VA  center)  to  (2)  a  comprehensive 
model  of  outpatient  care  without  specific  targeting  criteria  (tested  in  a  Los  Angeles  community 
hospital),  to  (3)  a  model  including  only  evaluation  and  limited  follow-up  targeted  at  elderly  Rhode 
Island  HMO  enrollees,  to  (4)  less  formal  community-based  models  targeted  at  a  more  general 
community-dwelling  elderly  group  (as  carried  out  in  the  Danish  and  British  studies). 

Most  of  the  studies  reviewed  here  and  many  of  the  studies  reviewed  in  Rubenstein  (1987)  found 
that  geriatric  assessment  reduced  hospital  use  somewhat.  These  studies  include  the  Sepulveda  VA 
study,  whose  evaluation  was  based  on  a  randomized  design.  In  contrast,  the  Rhode  Island  HMO 
study,  which  was  also  based  on  a  randomized  design,  found  no  effect  on  hospital  use-a  finding  that 
might  have  been  due  to  the  limited  geriatric  assessment  model  being  tested,  the  relatively  good  health 
of  the  control  group,  or  HMO  incentives  to  reduce  hospital  use  in  the  absence  of  the  demonstration. 
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III.  ENHANCED  HOSPITAL  DISCHARGE  PLANNING 


In  a  recent  assessment  of  hospital  discharge  planning,  Morrow-Howell,  Proctor,  and  Mui  (1991) 
found  that  over  25  percent  of  all  discharge  plans  for  elderly  hospital  patients  whose  principal 
diagnosis  was  cerebrovascular  accident,  congestive  heart  failure,  or  hip  fracture  did  not  meet  the 
patients'  medical  and  psychosocial  needs  adequately.  At  particular  risk  of  having  medically 
inadequate  plans  were  patients  with  congestive  heart  failure,  for  whom  discharge  plans  are  especially 
important  in  terms  of  outlining  procedures  for  monitoring  the  patient's  condition  and  for  providing 
medication  and  nutritional  regimens.  Patients  with  hip  fractures  were  more  likely  than  the  other 
patients  in  the  study  to  have  discharge  plans  that  did  not  meet  their  social  and  emotional  needs. 
Many  of  these  patients  were  independent  and  mobile  prior  to  hospitalization  and  became  vulnerable 
to  the  isolation  and  frustration  that  accompanied  immobility.  Patients  with  cognitive  impairment  were 
also  more  likely  to  have  discharge  plans  that  were  medically  inadequate,  since  they  require  such  a 
high  level  of  both  formal  and  informal  support  for  their  daily  needs.  Edelstein  and  Lang  (1991)  cited 
two  studies  of  the  adequacy  of  posthospital  arrangements  in  which  approximately  two-thirds  of  the 
elderly  patients  surveyed  had  inadequate  arrangements  for  posthospital  care.  Among  a  sample  of  747 
elderly  patients  discharged  from  the  hospital  to  the  community,  selected  primarily  to  test  the 
feasibility  of  a  newly  developed  set  of  guidelines  for  assessing  the  adequacy  of  post-hospital  care 
rather  than  representativeness,  Phillips  (1990)  found  that  24  percent  required,  but  were  not  receiving, 
such  services  as  skilled  nursing,  therapy,  physician  visits,  or  personal  care. 

The  Omnibus  Budget  Reconciliation  Act  of  1986  (OBRA-86)  required  that  hospital  discharge 
planning  be  made  a  formal  condition  for  participation  in  the  Medicare  program.  Prior  to  OBRA-86, 
discharge  planning  was  included  as  a  standard  under  the  quality  assurance  condition.  With  the  advent 
of  prospective  Medicare  reimbursement  for  hospitals  and  its  incentives  for  reducing  the  length  of 
hospital  stays,  increased  importance  has  been  placed  on  the  coordination  necessary  for  ensuring  the 
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timely  transition  to  posthospital  care.  The  regulations  instituting  the  OBRA-86  changes  require  that 
hospital  discharge  planning  activities  include  the  following:  early  identification  of  patients  "likely  to 
suffer  adverse  health  consequences  upon  discharge"  in  the  absence  of  an  adequate  discharge  plan; 
an  evaluation  of  the  patient's  condition  that  includes  an  assessment  of  the  patient's  need  for 
posthospital  services  and  capacity  for  self-care  as  the  basis  for  the  discharge  plan;  discharge  plan 
development  by  a  registered  nurse  or  social  worker;  the  hospital's  assistance  in  implementing  the 
discharge  plan,  including  the  transfer  or  referral  of  patients,  along  with  necessary  medical  information, 
to  appropriate  facilities;  and  reassessment  of  the  discharge  plan  during  the  hospital  stay  to  ensure  that 
it  continues  to  respond  to  discharge  needs  (Federal  Register,  1988). 

A.    THE  GOALS  AND  COMPONENTS  OF  ENHANCED  DISCHARGE  PLANNING 

Even  though  OBRA-86  placed  renewed  emphasis  on  hospital  discharge  planning,  it  did  not 
specify  the  type  of  patient  who  might  require  discharge  planning.  In  addition,  it  left  the  planning 
process  in  the  hands  of  a  single  practitioner  (a  nurse  or  a  social  worker),  thus  limiting  both  the  types 
of  discharge  needs  likely  to  be  addressed  and  their  potential  resolution  to  those  most  familiar  to  the 
practitioner  who  developed  the  plan.  Thus,  discharge  planning  has  tended  to  focus  on  posthospital 
needs  for  durable  medical  equipment,  home  health  services,  nursing-home  placement,  and  insurance 
coverage.  And  because  patients  with  none  of  those  needs  generally  are  not  considered  for  discharge 
planning,  other  types  of  discharge  needs  are  often  not  addressed  (Wertheimer  and  Kleinman,  1990). 

Enhanced  hospital  discharge  planning  has  evolved  recently  from  the  recognition  that  traditional 
discharge  planning  ignores  the  complex  problems  of  some  patients.  These  patients  not  only  have 
medical  needs  (that  can  readily  be  addressed  with  skilled  care  in  a  nursing  home  or  in  their  own 
homes),  but  also  require  help  with  activities  of  daily  living  (ADLs)  or  instrumental  activities  of  daily 
living  (IADLs),  or  have  a  variety  of  psychosocial  needs  that  must  be  met  to  promote  recuperation. 
Thus,  the  ostensible  goal  of  enhanced  discharge  planning  is  to  facilitate  recovery  from  an  acute  illness 
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and  to  reduce  the  likelihood  that  a  patient  will  suffer  unnecessary  complications  or  experience 
difficulties  in  recovery  that  lead  to  a  prolonged  stay  or  future  readmission  to  acute  care. 

A  newer  and  less  well  defined  intervention  than  comprehensive  geriatric  assessment,  enhanced 
discharge  planning  includes  joint  assessment  of  medical  and  psychosocial  needs  (a  variant  of 
comprehensive  geriatric  assessment)  and  often  includes  short-term  case  management  and  service 
arrangement  to  ensure  that  the  required  services  are  obtained  and  modified  if  necessary.  Enhanced 
discharge  planning  models  that  include  assessment,  case  management,  and  service  arrangement  have 
been  referred  to  as  "transitional  case  management." 

B.    ENHANCED  DISCHARGE  PLANNING  PROGRAMS  AND  EVALUATION  EFFORTS 

There  are  relatively  few  published  studies  of  enhanced  hospital  discharge  planning,  perhaps 
reflecting  the  relative  newness  of  the  concept,  as  well  as  the  limited  funding  of  such  interventions. 
Most  of  the  studies  reviewed  here  are  descriptive  in  nature,  and  do  not  attempt  to  estimate  the  effect 
of  the  programs  on  hospital  readmission.  (One  study  did  assign  eligible  patients  randomly  to  an 
intervention  or  control  group.)  The  target  populations  for  the  interventions  examined  by  these 
studies  are  primarily  elderly  patients  in  acute  inpatient  hospitals  who  were  assessed  (apparently 
informally  by  staff)  as  likely  to  have  postacute  or  long-term  care  needs  on  discharge.  The  intensity 
of  the  interventions  reviewed  in  the  studies  varied. 

The  intervention  described  by  Wertheimer  and  Kleinman  (1990)  consisted  of  an  interdisciplinary 
discharge  planning  team  that  identified  individuals  at  high  risk  of  problems  at  discharge,  and  examined 
the  functional  status  of  all  patients  during  hospitalization.  Five  broad  problem  areas  (cognitive, 
physical,  social/  financial,  environmental,  and  access  to  care)  were  assessed  to  identify  those  patients 
at  risk  of  problems.  All  patients  were  discussed  in  weekly  interdisciplinary  discharge  planning  team 
meetings,  but  intensive  discussions  were  held  about  less  than  20  percent  of  the  patients.  The 
interdisciplinary  team  included  floor  medical  staff,  a  clinical  pharmacist,  a  geriatrician,  a  nutritionist, 
occupational  and  physical  therapists,  a  social  worker,  a  community  liaison  nurse,  a  psychiatrist,  and 
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a  substance  abuse  counselor.  With  the  assistance  of  other  team  members,  the  primary  care  physician 
reported  on  nonmedical  problems  and  risk  factors,  as  well  as  on  medical  plans.  When  impairments 
were  discerned,  the  relevant  professionals  then  led  the  discussion,  thus  expediting  the  process  of 
integrating  the  appropriate  health  professionals  into  the  patient's  care  plan.  The  authors  concluded 
that  house  staff  and  patients  benefitted  from  this  interdisciplinary  approach  to  discharge  planning, 
since  the  physicians  who  had  previously  handled  discharge  planning  had  little  opportunity  to  interact 
with  other  health  disciplines  prior  to  the  intervention  and  were  unaware  of  both  the  complexity  of 
their  patients'  problems  and  of  the  range  of  solutions. 

Edelstein  and  Lang  (1991)  describe  a  program  of  short-term  case  management  and  nonmedical 
support  services  to  community-dwelling  elderly  individuals  immediately  after  discharge  from  an  acute 
inpatient  facility.  Services  were  provided  for  up  to  six  weeks,  beginning  with  a  visit  from  a  program 
case  manager  in  the  hospital  (to  begin  gathering  assessment  information),  followed  by  a  visit  at  home 
from  the  case  manager  on  the  day  of  discharge  (to  complete  the  assessment  and  carry  out  a  range 
of  direct  service  tasks,  such  as  ordering  groceries  and  medications  and  cooking  meals).  A  final  visit 
was  made  during  the  fifth  week  of  services  to  assess  the  need  for  assistance  when  project  services 
ended.  This  project  was  targeted  at  individuals  age  65  or  older,  about  to  be  discharged  from  the 
acute  care  hospitals  to  homes  in  the  catchment  area  of  the  project,  and  requiring  immediate 
assistance  with  personal  care  or  support  services.  The  authors  concluded  that  the  project  allowed 
hospital  social  workers  and  discharge  planners  to  develop  "safe  and  achievable"  discharge  plans  and 
to  adjust  them  once  the  patient  was  functioning  at  home.  In  some  cases,  they  believed,  project 
services  allowed  patients  to  be  discharged  earlier  than  might  have  been  possible  otherwise. 

In  1983  the  Robert  Wood  Johnson  Foundation  funded  a  program  called  Hospital  Initiatives  in 
Long-Term  Care.  The  purpose  of  the  program  was  to  give  hospitals  an  opportunity  to  expand  into 
postacute  and  long-term  care  services  in  an  effort  to  increase  their  market  share  and  to  use  their 
resources  more  effectively  by  developing  new  product  lines  while  also  fulfilling  institutional  missions 
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to  respond  to  unmet  needs  in  their  communities.  Transitional  case  management  was  one  of  the 
product  lines  developed.  Both  Capitman,  Prottas,  MacAdam,  et  al.  (1988)  and  MacAdam,  Capitman, 
Yee,  et  al.  (1989)  describe  the  initiatives  of  the  24  hospitals  that  were  part  of  the  project  based  on 
case  study  interviews  with  hospital  staff.  Other  initiatives  under  the  program  included  several  variants 
of  geriatric  assessment,  postacute  care,  and  chronic  care.  Case  management  was  a  required 
component  of  all  the  initiatives.  Four  of  the  24  hospitals  developed  transitional  case  management 
programs  that  included  the  following  components:  comprehensive  assessment  of  the  functional 
capacity  and  social  supports  of  patients  on  admission;  the  identification  of  patients  who  required 
postacute  or  long-term  care  as  soon  as  possible  during  the  stay;  the  development  of  postacute  plans 
that  included  formal  and  informal  caregivers;  and  care  monitoring  until  the  patient  either  was  stable 
or  was  placed  with  a  community  case  management  agency.  One  of  the  hospitals  that  developed  a 
transitional  case  management  program  attempted  to  assess  the  impact  of  the  initiative  on  the  length 
of  stay  in  an  acute-care  hospital,  but  the  results  were  inconclusive  due  to  a  small,  highly  heterogenous 
sample.  Anecdotal  evidence  from  hospitals  that  initiated  transitional  case  management,  as  well  as 
other  types  of  postacute  services,  suggested  that  these  programs  facilitated  the  discharge  of  patients 
with  complex  needs.  The  targeting  criteria  of  the  transitional  case  management  initiatives  were  not 
discussed  by  the  two  studies  reviewed.  However,  MacAdam  et  al.  observed  that  all  the  initiatives 
under  this  project  encountered  many  of  the  same  difficulties  experienced  by  the  early  home-  and 
community-based  service  interventions,  in  that  targeting  criteria  were  vaguely  defined,  the 
interventions  themselves  were  poorly  linked  to  medical  care,  and  program  operators  were  unable  to 
document  changes  in  outcomes  from  the  initiative. 

Smith,  Weinberger,  Katz,  and  Moore  (1988)  tested  an  intervention  in  which  nurses  contacted 
patients  who  were  discharged  from  a  university-affiliated  hospital  within  a  week  after  discharge,  and 
then  made  follow-up  contacts  for  up  to  six  months  to  review  unmet  needs,  discuss  medication 
compliance,  and  reschedule  missed  appointments  for  followup  care  at  the  clinic  affiliated  with  the 
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hospital.  Intervention  patients  also  received  appointment  reminders  and  lists  of  early  warning  signs 
related  to  their  illnesses.  The  target  population  for  the  intervention  consisted  of  elderly  and 
nonelderry  patients  discharged  to  the  community  in  1985  from  the  hospital's  general  medicine  service, 
and  who  were  thus  believed  to  have  chronic  illnesses.  A  total  of  1,001  patients  were  assigned 
randomly  to  the  intervention  or  control  groups.  The  control  group  received  routine  care  at  the 
hospital's  clinic.  Although,  overall,  contacts  by  intervention  patients  with  the  clinic  increased,  they 
did  not  significantly  reduce  their  nonelective  hospital  use  or  have  lower  total  health  care  costs  per 
month.  However,  the  subgroup  of  patients  assessed  at  baseline  as  likely  to  be  at  highest  risk  of 
readmission  to  the  hospital  did  have  somewhat  fewer  readmission  days  and  significantly  lower 
inpatient  and  total  health  care  costs  (Weinberger,  Smith,  Katz,  and  Moore,  1988).  (Risk  of 
readmission  was  assessed  according  to  the  number  of  emergency  room  visits  during  the  six  months 
prior  to  hospitalization  and  the  outcomes  of  a  number  of  laboratory  tests.)  The  authors  concluded 
that  the  frequency  of  clinic  visits  under  the  intervention  reduced  total  costs,  because  providers 
readmitted  patients  at  an  earlier  stage  of  illness,  enabling  patients  to  incur  lower  intensive -care  costs 
and  to  have  somewhat  shorter  total  lengths  of  stay.  While  these  results  support  the  use  of  this  type 
of  posthospital  intervention  among  a  high-risk  population,  the  results  may  not  be  directly  transferable 
to  a  Medicare  population.  The  average  age  of  the  study  sample  was  53  years,  and,  while  chronically 
ill,  fewer  than  6  percent  of  the  study  sample  were  assessed  at  discharge  as  requiring  rehabilitative 
therapy  or  help  with  activities  of  daily  living,  meals,  housekeeping,  or  shopping;  thus,  they  are  not 
typical  of  a  functionally  disabled  population. 

Given  the  focus  of  HMOs  on  reducing  expensive  acute  care,  it  is  not  surprising  that  Fox,  Heinen, 
Kramer,  et  al.  (1991)  found  that  all  HMOs  in  their  study  performed  some  type  of  discharge  planning, 
and  that  some  plans  made  special  efforts,  such  as  initiating  discharge  planning  prior  to  admission  or 
early  in  the  stay  and  using  nursing-home  and  home-health  services,  as  well  as  home-delivered  meals, 
senior  centers,  or  support  groups,  following  discharge.  They  also  noted  that  Health  Ways,  a  New 
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Jersey  HMO  (which  was  not  part  of  their  series  of  case  studies),  had  developed  a  discharge  follow-up 
program  for  hospitalized  elderly  enrollees  who  were  readmitted  within  30  days  after  discharge  or  who 
were  admitted  for  selected  diagnoses  (primarily  chronic  obstructive  pulmonary  disease,  congestive 
heart  failure,  angina,  and  other  heart  diseases).  As  part  of  the  follow-up,  a  nurse  contacted  patients 
five  days  after  discharge  to  inquire  about  whether  physician  follow-up  appointments  had  been 
scheduled,  the  appropriateness  of  prescribed  medications  and  the  patient's  understanding  of  the 
prescription,  the  delivery  and  proper  functioning  of  ordered  DME,  and  the  delivery  of  planned 
services  by  formal  caregivers.  Health  Ways  is  considering  expanding  this  service.  A  recent  article  in 
Long-Term  Care  Management  (August -J,  1991)  briefly  described  an  effort  by  United  Healthcare,  a 
Minnesota  HMO,  to  market  its  enhanced  hospital  discharge  planning  services  to  help  hospitals  reduce 
lengths  of  stays. 

C.  SUMMARY 

Enhanced  hospital  discharge  planning  models  range  from  interventions  that  broaden  the 
perspective  of  the  discharge  planning  process  from  a  single  practitioner  (such  as  a  nurse,  a  social 
worker,  or  a  physician)  to  a  multidisciplinary  team  (such  as  the  team  used  in  comprehensive  geriatric 
assessment)  to  those  that  use  comprehensive  assessment  with  intense  but  short-term  case  management 
to  monitor  posthospital  care  and  adjust  the  discharge  plan  over  time  as  necessary. 

Targeting  criteria  for  enhanced  discharge  planning  programs  were  not  usually  well-defined  in  the 
studies  reviewed  but  were  geared  primarily  toward  an  elderly  population  currently  receiving  acute 
inpatient  care  and  deemed  by  program  staff  to  be  at  risk  of  special  care  problems  at  discharge. 
Patients  hospitalized  for  congestive  heart  failure  seemed  to  be  strong  candidates  for  enhanced 
discharge  planning  with  some  type  of  follow-up,  because  they  often  leave  the  hospital  with  medication 
and  nutritional  regimens  which  they  may  not  fully  understand.  No  doubt  other  diagnostic  conditions 
are  amenable  to  this  type  of  posthospital  care  coordination  and  follow-up.  Only  one  of  the  studies 
reviewed  herein  estimated  the  effect  of  enhanced  discharge  planning  on  hospital  readmission  (or  any 
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other  patient  outcomes),  but  the  study  sample  was  substantially  younger  than  the  elderly  Medicare 
population,  suggesting  substantial  room  for  research  in  this  area. 

Enhanced  (and  traditional)  hospital  discharge  planning  addresses  the  coordination  of  postacute 
services.  But  perhaps  a  more  fundamental  problem  in  postacute  care  is  determining  the  type  of 
postacute  care  that  is  most  appropriate  for  a  particular  patient  and  how  that  care  can  be  made 
accessible.  Postacute  care  generally  refers  to  skilled  nursing  and  rehabilitative  services,  such  as  those 
offered  by  a  skilled  nursing  facility,  a  rehabilitation  facility  (inpatient  or  outpatient),  and  home  health 
care,  rather  than  personal  care  and  more  socially  oriented  services.  Many  factors  influence  the  post- 
acute -care  decision,  including  the  services  that  are  available  in  the  patient's  geographic  area  and  their 
accessibility,  the  type  of  service  that  fulfills  the  medical  and  recuperative  needs  of  the  patient,  and 
the  patient's  preference  about  the  location  of  service  delivery  (that  is,  inpatient,  outpatient,  or  in- 
home). 

Gornick  and  Hall  (1988)  compared  the  use  and  costs  of  postacute  care  among  Medicare 
beneficiaries  in  1984  and  1985.  They  found  that  13  percent  of  beneficiaries  discharged  from  acute 
hospitals  used  home  health  care  within  60  days  after  discharge,  with  an  average  of  14  covered  visits 
reimbursed  at  $54  per  visit.  Just  3  percent  of  beneficiaries  used  skilled  nursing  facilities  within  60 
days  after  discharge,  for  an  average  of  25  covered  days  reimbursed  at  $114  per  day,  while  less  than 
1  percent  used  inpatient  rehabilitation,  for  an  average  of  23  covered  days  reimbursed  at  $452  per  day. 
(By  comparison,  acute  hospital  stays  averaged  8  days  during  1984-1985  and  were  reimbursed  at  an 
average  of  $627  per  day.)  The  authors  note  that  the  large  differences  in  charges  are  probably  due 
to  the  different  case  mix  of  patients  served  by  each  type  of  provider. 

There  appear  to  be  no  published  studies  of  the  relative  effects  of  various  types  of  postacute  care 
on  hospital  readmission  that  control  for  patient  case  mix.  One  study  to  examine  the  course  and 
outcomes  of  postacute  care  is  currently  underway.  (The  study,  called  the  "Natural  History  of 
Postacute  Care  for  Medicare  Patients,"  is  being  conducted  by  the  University  of  Minnesota  for  the 
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Health  Care  Financing  Administration  and  is  expected  to  be  completed  in  mid- 1992.)  The  study  will 
provide  data  on  the  effects  of  postacute  care  on  patient  outcomes,  as  well  as  information  on  the 
decision-making  process  and  the  types  of  patients  referred  to  the  various  types  of  postacute  care. 
A  preliminary  analysis  presented  in  an  interim  report  of  that  study  suggests  that  hospital  discharge 
planners  do  not  currently  have  enough  empirical  data  for  making  systematic  discharge  location 
decisions,  and  that,  "to  the  extent  that  the  discharge  process  is  faulty,  it  will  not  lead  to  choosing  the 
postacute  care  modality  likely  to  yield  the  best  functional  result"  (U.S.  Department  of  Health  and 
Human  Services,  1992). 

Studies  of  the  effect  of  home  health  care  plan  management,  a  service  that  was  covered  by 
Medicare  beginning  in  July  1989  and  that  allows  home  health  agencies  to  provide  ongoing  monitoring 
for  patients  with  chronic  conditions,  have  also  been  proposed  as  research  projects  (see,  for  example, 
Phillips  1991).  Home  health  care  plan  evaluation  and  management  has  the  potential  for  reducing 
hospital  use  among  chronically  ill  home  health  patients.  However,  little  is  currently  known  about  how 
home  health  agencies  use  this  service  and  the  types  of  patients  who  receive  it.  To  date,  the  relative 
effectiveness  of  different  types  of  postacute  care  represents  a  major  gap  in  the  body  of  literature  on 
health  services  delivery. 
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IV.  NURSING-HOME  CARE  ENHANCEMENT 


The  quality  of  nursing-home  care  has  undergone  extensive  criticism,  much  of  which  has  focused 
on  the  inadequacy  of  nursing-home  staffing  patterns.  Nursing-home  staff  consist  primarily  of  nurses' 
aides  rather  than  nurses.  The  average  home  has  41  full-time-equivalent  employees,  but  fewer  than 
3  are  registered  nurses  and  less  than  half  of  all  skilled  nursing  facilities  have  a  registered  nurse  on 
duty  24  hours  a  day,  leaving  licensed  practical  nurses  in  charge  of  patient  care.  Nurses'  aides,  who 
provide  the  bulk  of  hands-on  care,  have  daytime  caseloads  that  average  10  to  15  patients,  and 
nighttime  caseloads  that  average  40  to.  50  patients  (Kayser- Jones,  Wiener,  and  Barbaccia,  1989). 
Consistent  with  the  overall  shortage  of  trained  geriatricians,  the  physicians  who  attend  nursing-home 
patients  generally  have  little  geriatric  training  and  only  a  limited  understanding  of  the  complexities 
of  diagnosing  and  treating  geriatric  patients-including  differences  in  prescribing  medications  for 
elderly  and  nonelderly  patients  (Kane  and  Kane,  1987). 

Lewis,  Cretin,  and  Kane  (1985)  estimate  that  approximately  one-third  of  all  nursing-home 
discharges  are  admitted  to  hospitals.  Some  researchers  and  practitioners  believe  that,  with  enhanced 
and  accessible  pharmacy  and  diagnostic  services,  some  of  these  patients  could  be  treated  in  nursing 
homes  at  a  lower  cost  and  without  the  trauma  of  relocation  from  nursing  home  to  hospital  and  back. 
Several  studies  have  examined  the  reasons  for  the  hospitalization  of  nursing-home  patients  by 
diagnosis  type  or  symptoms,  identifying  a  number  of  conditions  that  could  be  amenable  to  nursing- 
home  treatment.  Van  Buren  (1982)  found  that  15  percent  of  hospital  admissions  from  nursing  homes 
were  to  treat  gastrointestinal  illness;  Kayser- Jones  et  al.  (1989)  found  that  25  percent  were  to  treat 
respiratory  diseases,  and  more  than  40  percent  were  to  treat  fever;  Zimmer,  Eggert,  Treat,  et  al. 
(1988)  found  that  29  percent  were  to  treat  bacterial  respiratory  infections  and  46  percent  to  treat  all 
bacterial  infections,  while  11  percent  were  to  treat  psychiatric  conditions. 
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Access  by  nursing-home  patients  to  on-site  acute-care  services  has  been  restricted  by  a  number 
of  factors:  levels  of  nursing-home  reimbursement  that  preclude  the  intense  care  required  to  treat 
acute  problems;  a  lack  of  on-site  pharmacy  and  diagnostic  equipment  (Zimmer  et  al.,  1988);  Medicare 
rules  that  limit  physicians  to  one  routine  visit  and  up  to  one  or  two  additional  visits  per  nursing-home 
patient  per  month  (but  unlimited  coverage  of  visits  to  patients  in  hospitals)  (Ouslander,  1988); 
negative  attitudes  by  physicians  about  nursing-home  patients  (Kane  and  Kane,  1987);  and  a  limited 
number  of  staff  to  provide  intensive  care,  and  the  lack  of  qualified  staff  to  deliver  mental-health- 
related  care  and  high  technology  care,  such  as  intravenous  therapy  (Kayser-Jones  et  al.,  1989). 

Overall  quality  and  access  problems  have  contributed  to  the  lack  of  confidence  among  patients 
and  families,  as  well  as  physicians,  about  the  ability  of  nursing-home  staff  to  monitor  and  report  on 
patients  adequately.  Furthermore,  in  response  to  perceived  low  levels  of  reimbursement  and  fear  of 
litigation,  nursing-home  administrators  tend  to  discourage  treating  heavy-use  or  high-risk  patients 
(Kayser-Jones  et  al.,  1989).  Ouslander  (1988)  recommends  improvements  in  the  following  areas  of 
nursing-home  care: 

•  Providing  higher  reimbursement  rates  for  nursing  homes  to  compensate  for  the  on-site 
care  of  acute  illness  by  physicians 

•  Using  middle-level  staff  as  physician  extenders  (which  was  also  recommended  in  the  1986 
Institute  of  Medicine  report  "Improving  the  Quality  of  Care  in  Nursing  Homes") 

•  Increasing  the  availability  of  and  reimbursement  for  mental  health  services  in  nursing 
homes 

•  Improving  infection  control  policy  and  procedures  in  nursing  homes  to  avoid  some  of  the 
illnesses  that  lead  to  hospitalization 

Thus,  many  areas  in  nursing-home  care  could  be  improved  in  general,  including  some  areas  that  might 
improve  the  ability  of  nursing  homes  to  treat  some  types  of  acute  problems  on-site,  thereby  reducing 
hospital  use. 
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A.  THE  GOALS  AND  COMPONENTS  OF  NURSING-HOME  CARE  ENHANCEMENT 

In  general,  the  goal  of  interventions  to  enhance  nursing-home  care  is  to  improve  the  quality  of 
and  access  to  care  for  nursing-home  patients.  The  speciGc  goal  of  some  interventions  is  to  reduce 
the  trauma  and  costs  associated  with  transferring  patients  from  the  nursing  home  to  an  acute-care 
facility  and  back.  When  the  goal  of  interventions  has  been  to  improve  the  quality  of  nursing-home 
care  generally,  the  interventions  are  broadly  targeted  at  all  nursing-home  patients  (such  as  in  the 
study  of  the  use  of  geriatric  nurse  practitioners  described  by  Buchanan,  Bell,  Arnold,  et  al.,  1990,  and 
Kane,  Garrard,  Skay,  et  al.,  1989,  and  described  below).  Due  to  hypothesized  differences  between 
long-term  and  short-term  nursing-home-patients,  one  intervention,  which  examined  the  use  of  clinical 
pharmacists  in  patient-care  management,  targeted  patients  who  had  been  in  the  nursing  home  for  at 
least  two  months  (Thompson,  McGhan,  Ruffalo,  et  al.,  1984).  (In  fact,  although  targeted  at  all 
nursing-home  patients,  the  Buchanan  and  Kane  studies  analyzed  long-  and  short-stayers  separately.) 
Interventions  aimed  specifically  at  treating  acute  problems  within  the  nursing  home  were  targeted  at 
more  narrowly  acutely  ill  nursing-home  patients  (as  will  be  discussed  later  in  the  examination  of  the 
"sudden  decline  benefit,"  which  reimbursed  physicians  and  nursing  homes  for  treating  nursing-home 
patients  with  acute  illnesses  on-site  and  was  described  by  Zimmer  et  al.,  1988). 

Despite  the  differences  in  intervention  goals,  one  of  the  most  important  components  of  each  of 
the  interventions  reviewed  below  was  to  identify  alternative  financing  for  nursing-home  care. 
Included  in  the  interventions  are  additional  payments  to  physicians  to  visit  acutely  ill  patients  in 
nursing  homes;  additional  payments  to  nursing  homes  to  treat  acutely  ill  patients  on-site;  payments 
to  clinical  pharmacists  to  participate  in  patient-care  management;  and  payments  to  registered  nurses 
to  become  geriatric  nurse  practitioners  in  return  for  their  continued  practice  in  nursing  homes. 

B.  NURSING-HOME  ENHANCEMENT  PROGRAMS  AND  EVALUATION  EFFORTS 

In  1975,  the  Mountain  States  Health  Corporation  initiated  a  program  to  select  and  train 
registered  nurses  currently  employed  by  nursing  homes  as  geriatric  nurse  practitioners  (GNPs).  The 
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goals  of  the  intervention  were  to  improve  the  overall  quality  of  nursing-home  care  and  to  reduce  the 
need  for  and  use  of  services  outside  the  nursing  home.  Thirty  matched  pairs  of  nursing  homes  were 
selected,  one  which  implemented  the  GNP  intervention  and  one  which  did  not.  Extensive  data  were 
collected  on  nursing-home  and  patient  characteristics,  which  served  as  control  variables  to  account 
for  differences  between  the  homes  and  their  patients  despite  careful  selection.  Hospital  use  by  all 
patients  in  the  GNP  and  comparison  homes  was  compared,  but  separately  for  newly  admitted  and 
ongoing  patients.  Among  the  newly  admitted  patients,  the  rate  of  hospital  admission  was  significantly 
lower  among  patients  in  GNP  homes  than  among  those  in  comparison  group  homes.  The  number 
of  days  spent  in  the  hospital  was  also  somewhat  lower  (but  not  significantly)  among  newly  admitted 
patients  in  the  GNP  homes.  Among  ongoing  patients,  hospital  admission  rates  were  somewhat  lower 
(but  not  significantly)  for  patients  in  the  GNP  homes  than  for  those  in  the  comparison  group  homes. 
The  authors  conclude  that  the  overall  costs  of  care  were  not  reduced  because  new  programs  whose 
purpose  is  to  improve  quality  seldom  save  money  as  well:  the  increased  cost  of  employing  GNPs  was 
not  sufficiently  offset  by  the  observed  reduction  in  hospital  use  among  the  newly  admitted  patients. 
However,  the  authors  note  that,  to  the  extent  that  the  GNP  intervention  can  reduce  hospitalization 
and  achieve  cost  savings  at  the  patient  level,  the  Medicare  program  (which  pays  for  a  large  share  of 
hospital  cc  -  nursing-home  patients  but  only  for  a  small  share  of  nursing-home  costs)  would 
accrue  sa^  hile  benefits  to  Medicaid  and  private  payors  of  nursing-home  care  would  not  be  as 
noticeab  hanan  et  al.,  1990). 

Fo  .ien,  Kramer,  et  al.  JV1 ;  report  that  several  HMOs  offer  primary  care  to  enrollees  in 
nursing  ..ornes  to  reduce  unnecessary  emergency  room  use  and  hospitalization  due  to  insufficient  or 
inappropriate  care.  Under  the  plans,  geriatricians  (or  physicians  with  strong  geriatric  interests), 
geriatric  nurse  practitioners,  and  physician  assistants  assess  enrollees  in  nursing  homes,  provide 
monthly  visits  and  visits  on  demand,  and  keep  families  and  nursing-home  staff  involved  with  enrollee 
care.  The  HMOs  believe  that  this  more  intensive  level  of  primary  care  does  in  fact  improve  the 


36 


functional  status  of  enrollees  in  nursing  homes,  reduces  hospital  use,  and  improves  communication 
among  HMO  staff,  nursing  home  staff,  and  enrollees  and  their  families. 

The  "sudden  decline"  benefit  intervention-whose  goal  was  to  reduce  hospital  admissions  for 
nursing-home  patients,  thereby  reducing  the  overall  costs  of  care  while  improving  patient  well-being- 
evolved  from  a  1982  study  by  Van  Buren  et  al.  (1982).  The  study  estimated  that  as  many  as  40 
percent  of  hospital  admissions  from  skilled  nursing  facilities  could  be  avoided  if  care  were  provided 
at  the  nursing  facility.  The  "sudden  decline"  benefit  intervention  was  tested  in  Rochester,  New  York, 
between  1981  and  1983.  This  intervention  reimbursed  nursing  homes  and  physicians  for  assessing  and 
treating  patients  with  acute  illnesses  in  the  nursing  home,  as  well  as  for  performing  related  diagnostic 
tests  and  procedures.  The  nursing  home  could  be  paid  for  up  to  14  days  of  enhanced  care  at  a  higher 
per  diem  than  it  received  for  regular  care;  the  physician  was  paid  to  visit  daily  (for  up  to  100  days) 
as  long  as  the  patient  was  medically  eligible  for  the  sudden  decline  benefit,  as  determined  by  an 
independent  reviewer.  Using  a  retrospective  review  of  patient  medical  records,  a  panel  of  physicians 
described  how  the  acute  episodes  would  have  been  treated  in  the  absence  of  the  sudden  decline 
benefit:  (1)  a  certain  hospital  admission;  (2)  a  likely  hospital  admission;  (3)  a  probable  emergency 
room  visit;  and  (4)  an  unlikely  hospitalization.  A  fifth  category,  "inappropriate  use  of  the  benefit," 
was  also  used.  Of  the  112  episodes  treated  under  the  benefit,  50  percent  were  designated  as  "certain 
hospital  admissions,"  10  percent  were  "likely  hospital  admissions,"  and  16  percent  were  "probable 
emergency  room  visits."  The  authors  concluded  that  a  significant  number  of  hospital  days  may  have 
been  saved  through  this  benefit.  They  emphasize  that  ensuring  the  quality  of  intensive  acute  nursing 
and  other  services  in  the  nursing  home  is  critical  to  the  success  of  this  type  of  intervention  (Zimmer 
et  al.,  1988). 

In  order  to  improve  the  quality  of  patient  care  in  nursing  homes,  clinical  pharmacists,  under  the 
supervision  of  a  family  practitioner  (the  primary  physician  for  patients  receiving  the  intervention), 
assumed  responsibility  for  the  drug  management  of  elderly  patients  in  a  skilled  nursing  home  in  Los 
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Angeles  from  February  1981  to  February  1982.  The  pharmacists  reviewed  the  condition  of  each 
patient,  conducting  medical,  social,  functional,  and  drug  histories.  Physical  assessments  (and,  when 
indicated,  laboratory  tests)  were  performed  to  update  and  verify  past  findings.  On  the  basis  of  this 
information,  the  patient's  medications  were  reviewed  with  the  options  of  continuing  the  present 
regimen,  making  dose  adjustments,  or  entirely  discontinuing  and  changing  the  type  of  medication. 
Eligible  patients  were  restricted  to  those  who  had  been  in  the  nursing  home  for  at  least  two  months. 
The  comparison  sample  for  the  evaluation  consisted  of  patients  in  the  same  nursing  home  but  with 
a  different  primary  physician.  The  rates  of  hospitalization  among  the  intervention  and  comparison 
samples  were  similar  during  the  year  prior  to  the  intervention,  but  the  hospitalization  rate  among  the 
intervention  sample  was  somewhat  lower  than  the  rate  among  the  comparison  sample  during  the 
study  year-3  percent,  compared  with  11  percent  (a  difference  significant  at  the  10  percent  level). 
This  difference  in  hospital  admissions  was  observed  despite  the  fact  that  the  mortality  rate  among  the 
comparison  sample  was  higher  than  for  the  intervention  sample-- 14  percent,  compared  with  4  percent. 
The  authors  noted  that  their  analysis  did  not  control  for  prestudy  differences  that  may  have  existed 
between  the  two  groups,  although  the  two  groups  did  appear  to  be  similar  according  to  age,  gender, 
and  average  length  of  nursing-home  stay  (Thompson  et  al.,  1984). 

C.  SUMMARY 

The  nursing-home  enhancement  interventions  studied  to  date  have  consisted  of  two  basic  types. 
The  first  are  those  whose  goal  is  to  improve  the  quality  of  care  generally  through  the  use  of 
professional  staff,  such  as  geriatric  nurse  practitioners  or  specialized  staff  (such  as  clinical 
pharmacists).  The  focus  of  the  second  type  of  intervention  is  more  narrow-to  develop  the  capability 
to  treat  certain  types  of  acute  episodes  in  the  nursing  home  in  order  to  avoid  transferring  patients 
back  and  forth  from  the  hospital,  thus  lowering  overall  costs  of  care  and  reducing  relocation  trauma 
among  patients.  Consistent  with  the  broad  versus  narrow  goals  of  the  interventions,  the  target 
population  for  interventions  that  attempt  to  improve  the  quality  of  care  in  general  has  been  the 
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universe  of  nursing-home  patients,  while  those  that  attempt  to  treat  acute  episodes  in  the  nursing 
home  have  targeted  the  subset  of  acutely  ill  nursing-home  patients.  However,  among  interventions 
that  target  the  universe  of  nursing-home  patients,  researchers  have  noted  differences  between  long- 
term  and  short-term  nursing-home  patients  that  may  affect  the  outcomes  of  the  intervention. 

Three  diverse  types  of  interventions  were  reviewed  here,  and  those  subject  to  some  type  of 
evaluation  noted  some  decline  in  the  use  of  hospitals,  although  two  of  these  studies  relied  on  quasi- 
experimental  designs  and  one  used  a  retrospective  classification  of  hospital  episodes  to  estimate  the 
effects  of  the  interventions  on  hospital  use. 
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V.  HOSPICE  CARE 


The  hospice  industry  in  the  United  States  has  seen  tremendous  growth  in  the  last  20  years.  In 
the  mid-1970s,  there  were  12  hospices  in  the  United  States;  by  1987,  there  were  more  than  1,700. 
However,  the  concept  of  providing  special  care  for  the  terminally  ill  and  dying  was  not  invented  in 
the  1970s.  Rather,  the  notion  extends  back  to  medieval  times,  when  the  dying  were  cared  for  in 
monasteries,  along  with  orphans,  women  in  labor,  and  religious  pilgrims  and  other  travelers. 
However,  this  practice  came  to  an  end  with  the  widespread  closing  of  monasteries  during  the 
Reformation. 

The  20th  century  has  witnessed  the  movement  of  care  for  the  dying  from  private  and  religious 
auspices  to  public  and  institutional  auspices.  Interest  in  the  special  needs  of  terminally  ill  and  dying 
patients  was  rekindled  in  the  mid-1960s  largely  through  the  work  of  Cicely  Saunders  in  the  United 
Kingdom  and  Elisabeth  Kubler-Ross  in  the  United  States.  Saunders'  view  of  appropriate  care  for 
the  dying  consisted  of  five  key  elements:  (1)  care  management  carried  out  by  an  interdisciplinary  team 
whose  members  communicate  regularly  with  each  other;  (2)  the  control  of  common  symptoms  of 
terminal  disease,  particularly  pain  (that  is,  palliative  care);  (3)  the  recognition  of  the  patient  and  his 
or  her  family  as  the  unit  of  care;  (4)  an  active  home -care  program;  and  (5)  a  follow-up  bereavement 
program  for  the  family  after  the  death  of  the  patient  (Torrens,  1985). 

At  the  same  time,  Kubler-Ross  was  carrying  out  a  two-year  research  project  in  Chicago  to 
identify  the  needs  of  terminally  ill  and  dying  patients  by  conducting  interviews  with  such  patients  and 
their  families,  as  well  as  the  doctors  and  nurses  who  cared  for  the  patients.  Kubler-Ross  was 
instrumental  in  drawing  attention  to  the  uneasiness  with  which  Western  culture  has  come  to  view 
death  and  the  impact  of  this  attitude  on  the  care  and  well-being  of  the  dying. 
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A.    THE  GOALS  AND  COMPONENTS  OF  HOSPICE  CARE 

When  the  number  of  hospice  programs  began  to  increase  and  insurers  began  to  take  an  interest 
in  hospice  as  a  benefit  (which  they  believed  could  reduce  the  cost  of  care  for  the  terminally  ill,  as  well 
as  serve  as  an  attractive  marketing  feature),  the  National  Hospice  Organization  joined  with  the  Joint 
Commission  on  Accreditation  of  Hospitals  and  Health  Care  Organizations  to  develop  the  following 
list  of  functional  components  deemed  necessary  for  hospice  care  (Torrens,  1985): 

•  Interdisciplinary  teams  comprised  of  doctors,  nurses,  social  workers,  clergy,  volunteers,  and 
bereavement  counselors,  including  qualified  team  leaders  to  coordinate  efforts  and  to 
hold  regular  meetings  to  review  patient/family  records 

•  The  treatment  of  patients  and  families  as  a  single  unit  of  care  whose  beliefs  must  be 
respected,  with  patients'  care  consistent  with  those  beliefs 

•  Symptom  control  provided  according  to  a  written  plan  of  care  that  addresses  both  physical 
and  emotional  symptoms,  but  stresses  the  control  of  pain 

•  Continuum  of  care,  including  both  home  care  and  inpatient  services,  coordinated  through 
an  integrated  administrative  structure  and  providing  bereavement  services  for  the  family 
after  the  patient's  death 

•  Organization,  governance,  and  management  that  designate  persons  responsible  for 
establishing  policy,  maintaining  high-quality  patient-family  care,  and  planning  and 
managing  hospice  programs 

•  Utilization  review  and  quality  control  procedures  for  overseeing  patient  care  and  correcting 
deficiencies  and  problems 

Health-services  researchers  have  long  known  that  health-care  costs  in  the  final  year  of  life 
escalate  dramatically.  Jn  1978,  for  example,  67,600  of  the  1.3  million  Medicare  beneficiaries  were  in 
their  last  year  of  life.  Although  they  comprised  only  5.2  percent  of  all  beneficiaries,  they  accounted 
for  28.2  percent  of  Medicare  expenditures  that  year.  Of  those  expenditures,  46  percent  occurred  in 
the  last  60  days  of  life  and  were  primarily  for  hospital  services  (Lubitz  and  Prihoda,  1983).  Therefore, 
in  the  early  1980s,  when  attempts  were  being  made  to  limit  escalating  public  expenditures  for  medical 
care,  hospice,  with  its  focus  on  home-based  palliative  care,  social  services,  and  extensive  volunteer 
use,  presented  a  promising,  less  expensive  alternative  to  traditional  hospital  and  nursing-home  care 
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for  individuals  with  terminal  illness.  Indeed,  early  supporters  of  hospice  care  maintained  that,  because 
it  relied  so  heavily  (though  not  exclusively)  on  home  care  as  an  alternative  to  acute  hospital  care,  it 
would  prove  to  be  a  cost-effective  alternative  to  traditional  care  for  dying  patients,  in  addition  to 
providing  a  more  humane  type  and  more  appropriate  level  of  care  for  dying  patients.  These  claims 
were  difficult  (if  not  impossible)  to  verify  or  refute,  since  early  hospices  were  not  required  to  maintain 
record  systems  that  would  allow  such  claims  to  be  tested.  Nevertheless,  beginning  in  1983,  hospice 
care  was  authorized  as  a  Medicare-covered  benefit  for  three  years  and  became  a  permanent  benefit 
in  1986. 

B.    HOSPICE  PROGRAMS  AND  EVALUATIONS 

Claims  that  promoting  and  financing  hospice  programs  would  ultimately  lower  health-care  costs 
for  the  dying  were  based  on  the  (untested)  assumption  that  hospice  would  substitute  for  more 
expensive  traditional  care  (primarily  acute  hospital  care).  In  addition  to  the  fact  that  quantitative 
data  on  service  use  by  hospice  patients  were  largely  nonexistent,  the  claims  were  (and  are)  particularly 
difficult  to  test  accurately.  To  do  so  requires  that  individuals  with  terminal  illness  be  assigned 
randomly  to  either  a  hospice  program  or  to  the  traditional  care  system,  a  process  that  has  rarely  been 
attempted  due  to  ethical  concerns  about  the  patient's  right  to  choose  his  or  her  treatment  modality. 
However,  due  to  this  reluctance,  comparisons  between  outcomes  for  hospice  patients  and  their 
families  versus  outcomes  for  patients  and  families  who  use  traditional  care  have  very  likely  been 
biased  by  underlying  differences  in  the  unmeasured  characteristics  of  patients,  such  as  health-care 
preferences  and  the  course  and  complexity  of  disease. 

Early  studies  of  hospice  programs  tended  to  be  descriptive  in  nature.  For  example,  Buckingham 
and  Lupu  (1982)  conducted  a  survey  of  24  of  the  143  members  of  the  National  Hospice  Organization. 
The  24  programs  were  selected  because  they  had  been  delivering  services  for  at  least  one  year  and 
had  served  at  least  100  patients.  Of  the  24  programs,  10  were  free-standing  and  14  were  facility- 
based,  primarily  in  hospitals.  They  received  their  funding  from  patients  and  foundations,  as  well  as 
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third-party  payors.  Roughly  half  reported  operating  deficits,  which  they  attributed  to  the  provision 
of  bereavement  services  and  longer-than-expected  home-nursing  visits.  Relative  to  direct  service 
provision,  case  management  was  used  more  widely  in  the  programs  than  had  originally  been  realized. 
The  authors  concluded  that  two  divergent  types  of  hospices  appeared  to  be  developing:  (1) 
independent,  heavily  volunteer-staffed  hospices  in  which  diverse  professional  staff  delivered  an  array 
of  social/psychological  services  with  unstable  funding  sources;  and  (2)  facility-based  hospices  providing 
home  and  inpatient  care,  a  greater  variety  of  medical/nursing  services,  but  fewer  social/psychological 
services,  and  using  fewer  volunteers  and  paid  staff,  and  not  experiencing  funding  problems. 

One  of  the  only  published  evaluations  of  a  hospice  intervention  based  on  a  randomized 
experimental  design  was  conducted  between  1980  and  1983  at  the  Veterans  Administration 
Wadsworth  Medical  Center  in  Los  Angeles.  Hospice  care  was  provided  both  in  a  special  11-bed 
inpatient  hospice  unit  at  the  Medical  Center  and  at  home.  Cancer  patients  with  a  prognosis  of 
approximately  six  months  to  live  who  consented  to  participate  in  the  study  were  assigned  randomly 
to  the  hospice  program  (137  patients)  or  to  routine  terminal  care  provided  by  the  Medical  Center 
(110  patients).  (Routine  terminal  care  was  provided  primarily  on  a  chronic-care  ward  of  the  Medical 
Center  but  sometimes  on  the  surgical  or  oncological  wards.)  A  comparison  of  service-use  records  for 
hospice  and  control  group  members  showed  a  small,  not  statistically  significant  increase  in  inpatient 
hospital  days-51  days  for  hospice  group  members,  compared  with  48  days  for  control  group  members. 
Hospice  and  control  group  patients  received  a  similar  number  of  diagnostic  and  treatment  procedures 
and  were  estimated  to  have  roughly  equivalent  total  care  costs  (Wales,  Kane,  Robbins,  et  al.,  1983; 
and  Torrens,  1985). 

The  National  Hospice  Study  was  the  first  nationwide  comparison  of  hospice  and  traditional  care 
for  individuals  with  terminal  illness  and  can  be  viewed  as  a  demonstration  pilot  study  for  the  Medicare 
hospice  benefit.  The  intervention  tested  in  this  study  consisted  of  cost-based  reimbursement  for 
existing  Medicare -covered  services,  as  well  as  bereavement  visits,  continuing  home-nursing  care,  home 
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and  institutional  respite  care,  and  outpatient  drugs.  The  target  population  comprised  all  individuals 
with  diagnoses  of  cancer  who  were  admitted  to  one  of  the  25  demonstration  hospice  programs 
between  October  1980  and  September  1982  and  who  died  by  December  1983.  Hospice  programs 
were  categorized  as  home-care -based  and  hospital-based.  Patients  from  14  conventional  oncological 
care  settings  between  October  1980  and  March  1983  who  died  by  June  1983  comprised  the 
comparison  group  for  the  quasi-experimental  design  adopted  by  the  evaluation.  The  age  and  sex 
distributions  of  hospice  and  comparison  patients  were  similar,  but  home-care -based  hospice  patients 
were  more  likely  than  hospital-based  hospice  or  conventional  care  patients  to  be  married  or  to  live 
with  someone.  No  statistically  significant  differences  in  the  number  of  months  from  diagnosis  to 
death  or  types  of  cancer  were  observed  among  the  three  groups.  Length  of  stay  in  the  hospice 
averaged  60  days  in  the  home-care  hospices  and  49  days  in  the  hospital-based  hospices  (Mor  and 
Kidder,  1985). 

Evaluation  results  for  the  National  Hospice  Study  showed  that  mean  health-care  costs  during  the 
last  year  of  life  (unadjusted  for  patient  characteristics)  were  higher  for  traditional-care  patients 
($14,800  for  Medicare-covered  inpatient,  home  health  care,  and  nursing-home  services)  than  for 
patients  in  both  home-care-based  and  hospital-based  hospice  programs  ($10,800  and  $12,700, 
respectively,  for  demonstration  services).  However,  the  longer  that  patients  were  in  hospice 
programs,  the  higher  their  total  costs  were  in  the  last  year  of  life.  And  when  monthly  costs  were 
adjusted  for  patient  characteristics,  each  type  of  hospice -care  costs  still  differed  from  traditional-care 
costs  during  the  last  months  of  life  (the  period  that,  as  noted  by  Lubitz  and  Prihoda,  was  reflected 
by  particularly  high  costs  for  traditional-care  patients);  however,  these  cost  differences  disappeared 
quickly  when  the  preceding  five  months  were  included  in  the  comparison.  The  significant  differences 
in  costs  during  the  last  month  or  two  of  life  appear  to  have  been  due  to  differences  in  the  use  of 
inpatient  care:  traditional-care  patients  used  an  average  of  18  days  during  the  last  month  of  life, 
compared  with  7  days  for  home-care  hospice  patients  and  10  days  for  hospital  hospice  patients. 
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Ancillary  costs  while  in  the  hospital  also  declined  dramatically  among  both  types  of  hospice  patients. 
The  authors  caution  that,  due  to  a  quasi-experimental  design,  even  comparisons  that  adjusted  for 
patient  characteristics  may  be  biased,  since  there  was  reason  to  believe  that  observed  differences  in 
costs  reflected  different  health-care  preferences  among  the  three  groups  being  compared  (Mor  and 
Kidder,  1985). 

A  study  of  the  cost-effectiveness  of  the  Medicare  hospice  benefit  was  carried  out  based  on  data 
from  the  first  three  full  years  during  which  the  benefit  was  in  effect,  fiscal  1984  through  1986  (Kidder, 
Merrel,  and  Dohan,  1989).  The  Medicare  hospice  benefit  reimburses  inpatient  and  home  care  for 
individuals  with  terminal  illness  based  on  four  levels  of  per-diem  payment,  depending  on  the  intensity 
of  services  being  delivered  (routine  home  care,  continuous  home  care,  general  inpatient  care,  and 
inpatient  respite  care).  Physician  services  are  reimbursed  separately,  and  a  limit  of  20  percent  of  total 
days  of  care  may  be  spent  in  an  inpatient  setting.  Beneficiaries  are  limited  to  two  90-day  and  one 
30-day  benefit  periods.  All  Medicare  beneficiaries  are  eligible  for  the  hospice  benefit  if  they  are 
certified  by  their  physician  as  having  a  prognosis  of  six  or  less  months  to  live  and  agree  to  waive  their 
rights  to  regular  Medicare  benefits. 

A  hospice -benefit  cost-effectiveness  study  based  on  a  quasi-experimental  design  compared  all 
Medicare  hospice  beneficiaries  in  fiscal  1984  through  1986  with  Medicare  beneficiaries  who  received 
traditional  care  if  they  had  an  inpatient  stay  during  the  last  two  years  of  life  (Kidder  et  al.,  1989). 
Although  the  average  number  of  days  from  diagnosis  to  death  was  the  same  for  Medicare  hospice- 
benefit  patients  and  traditional-care  patients,  hospice-benefit  patients  were  less  likely  than  traditional- 
care  patients  to  have  been  diagnosed  within  a  month  or  less  before  death.  Hospice-benefit  patients 
also  had  different  types  of  cancer  than  traditional-care  patients.  An  estimate  of  the  effect  of  the 
benefit  on  inpatient  use  was  not  part  of  the  study,  presumably  because  a  per-diem  reimbursement 
precluded  the  necessity  of  tracking  hospice  service  use  by  type  of  service.  Kidder  et  al.  found  that 
a  hospice  beneficiary  with  a  cancer  diagnosis  who  died  at  home  had  higher  Medicare  reimbursements 
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during  the  last  month  of  life  than  did  a  traditional-care  patient  who  died  at  home,  and  also  found 
similar  results  when  comparing  patients  who  died  in  the  hospital.  However,  since  death  at  home  was 
associated  with  lower  overall  costs  (the  average  cost  of  care  during  the  last  month  of  life  was 
approximately  $5,700  for  both  hospice  and  traditional-care  patients  if  they  died  in  a  hospital, 
compared  with  $2,000  if  they  died  at  home)  and  since  more  hospice  patients  died  at  home  (88 
percent,  compared  with  37  percent),  the  cost  of  care  among  hospice  patients  as  a  group  during  the 
last  month  of  life  was  slightly  lower  than  that  among  traditional  care  patients  as  a  group.  Hospice- 
benefit  patient  costs  were  higher  than  or  no  different  from  those  of  traditional-care  patients  in  earlier 
months. 

Kidder  et  al.  concluded  that  there  was  no  evidence  that  the  Medicare  hospice  benefit  either 
dramatically  increased  or  reduced  costs,  although  freestanding  hospices  generated  a  net  savings  for 
Medicare,  while  facility-based  hospices  generated  additional  costs.  However,  the  authors  noted  that 
their  findings  were  very  sensitive  to  changes  in  the  health-care  environment.  For  example,  the 
relative  cost  of  hospice  would  increase  if  there  was  a  secular  decline  in  hospital  admission  rates 
among  individuals  with  terminal  illness  who  received  traditional  care,  but  the  relative  cost  of  hospice 
would  decrease  if  the  use  of  Medicare  home  health  service  among  traditional-care  patients  increased. 

C.  SUMMARY 

The  basic  model  of  hospice  care,  which  emphasizes  palliative  care  delivered  (to  the  extent 
possible)  in  the  patient's  home,  does  not  seem  subject  to  much  variation.  However,  the  facility  base 
of  the  hospice  seems  to  affect  the  relative  amount  of  home  care  and  acute  inpatient  care  used  by 
hospice  patients  and  whether  the  hospice  provides  more  or  fewer  socially  oriented  (relative  to 
medically  oriented)  services.  However,  patients'  preferences  for  the  type  and  amount  of  health  care 
are  likely  to  affect  whether  the  patient  chooses  a  home-care-based  hospice,  a  hospital-based  hospice, 
or  traditional  care  as  much  as  the  care  setting  affects  the  relative  use  of  different  types  of  services. 
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In  targeting  individuals  with  terminal  illness,  hospice  attempts  to  serve  a  relatively  well-defined 
group  that  has  long  been  known  to  incur  extremely  expensive  health  service  use,  particularly  in  the 
last  two  months  of  life  (as  noted  above,  for  example,  by  Lubitz  and  Prihoda,  1983).  However,  despite 
the  fact  that  hospice  is  precisely  targeted  at  a  group  at  high-risk  of  expensive  service  use,  studies  to 
date  have  not  concluded  unequivocally  that  hospice  reduces  costs  during  the  last  six  months  of  life, 
even  though  hospital  use  may  be  reduced  during  the  last  month  or  two  of  life.  (The  National 
Hospice  study  did  Find  that  hospice  patients  had  reduced  hospital  costs  during  the  last  month  or  two 
of  life,  a  period  when  traditional-care  patients  often  have  very  high  hospital  costs.  However, 
reductions  in  hospital  costs  became  smaller  as  costs  over  the  last  six  months  of  life  were  compared.) 
This  finding  is  due  partly  to  the  fact  that  individuals  choosing  hospice  were  observed  in  one  of  the 
largest  studies-the  evaluation  of  the  Medicare  hospice  benefit-to  have  been  diagnosed  earlier  and 
to  have  used  care  whose  total  cost  was  roughly  equivalent  to  the  cost  of  care  used  by  individuals 
choosing  conventional  care.  One  could  argue  that  there  may  be  ways  to  reduce  hospice  costs. 
However,  it  is  also  likely  that  responsibly  attending  and  coordinating  care  for  a  individual  with 
terminal  illness  is  labor-intensive  and  thus  expensive  no  matter  what  type  of  setting. 
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VI.  HOME-  AND  COMMUNITY-BASED  SERVICE  INTERVENTIONS 


The  primary  goal  of  home-  and  community-based  service  interventions  is  to  prevent  or  delay 
nursing-home  placement,  particularly  among  the  frail  elderly,  by  providing  personal  care,  homemaker 
services,  and  support  services,  such  as  home-delivered  meals  and  transportation.  However,  according 
to  Kemper,  Applebaum,  and  Harrigan  (1987),  the  goal  of  the  earliest  home-  and  community-based 
service  interventions  was  to  reduce  acute,  rather  than  long-term,  care  by  providing  home  nursing. 
The  hypothesis  was  that  providing  nursing  care  at  home  would  enable  patients  to  leave  the  hospital 
sooner,  with  home-nursing  costs  more  than  offset  by  reductions  in  hospital  care.  Some  studies  carried 
out  between  1955  and  1976  tested  this  hypothesis  (some  of  which  used  random  assignment  to  home 
nursing)  and  concluded  that  the  expansion  of  home  health  benefits  would  reduce  acute-care  costs 
(Kemper  et  al.,  1987).  Others  concluded  that  such  interventions  did  not  affect  or  actually  increased 
the  cost  of  care  (for  example,  Hedrick  and  Inui,  1986).  Attention  gradually  shifted  from  whether 
home  nursing  could  substitute  for  acute  inpatient  care  to  whether  home-  and  community-based  care, 
more  broadly  defined  to  include  personal  care,  homemaker,  and  support  services,  could  substitute  for 
nursing-home  care.  This  substitution  was  expected  to  reduce  the  overall  costs  of  care  and  to  improve 
the  quality  of  life. 

A.    THE  GOALS  AND  COMPONENTS  OF  HOME-  AND  COMMUNITY-BASED  SERVICE 
INTERVENTIONS 

As  currently  defined,  the  primary  goal  of  home-  and  community-based  service  interventions  is 
to  delay  or  prevent  long-term  nursing-home  placement  for  frail  elderly  individuals.  These 
interventions  accomplish  this  goal  by  providing  a  broad  range  of  services,  predominantly  nonmedical, 
but  sometimes  including  physician  or  nurse  care.  Components  of  home-and  community-based 
interventions,  in  addition  to  personal  care  and  homemaker  services,  often  include  case  management. 
Case  management  usually  includes  needs  assessment,  care  planning,  service  arrangement,  ard  ongoing 
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monitoring  of  services  and  client  conditions.  In  some  programs,  case  managers  have  acted  as  service 
brokers;  in  others,  they  have  been  involved  more  actively  in  care  delivery.  Other  services  commonly 
provided  by  home-  and  community-based  programs  include  home-delivered  meals,  chore  services, 
transportation,  skilled  nursing,  and  home  health  aide  care. 

Adult  day  care  is  sometimes  included  in  home-  and  community-based  service  programs.  (The 
National  Center  for  Health  Services  Research  (NCHSR)  Day  Care/Homemaker  experiment  tested 
it  alone  as  a  nursing-home  diversion  intervention.)  Adult  day  care,  as  a  service  model  and  as  a 
growing  industry,  does  not  usually  have  nursing-home  diversion  as  its  primary  goal.  It  is  included  in 
this  chapter  for  review,  since  in  some  cases  adult  day  care  has  a  prominent  medical  component  that 
could  affect  hospital  use  by  some  participants. 

Many  years  of  studying  home-  and  community-based  services  have  led  to  the  following 
conclusion:  if  home-  and  community-based  service  interventions  are  to  reduce  the  overall  costs  of 
care,  they  must  delay  or  prevent  nursing-home  placement.  Thus,  a  key  concern  of  such  efforts  has 
been  to  target  individuals  who  would  enter  nursing  homes  in  the  absence  of  home-  and  community- 
based  service  interventions.  Indeed,  this  targeting  goal  has  been  elusive  because  nursing-home 
placement  is  a  relatively  rare  event,  and  because  many  frail  or  disabled  elderly  individuals  living  in 
the  community  who  need  the  services  provided  by  these  programs  continue  to  struggle  along  in  the 
community  in  the  absence  of  the  programs,  rather  than  enter  a  nursing  home. 

B.    HOME-  AND  COMMUNITY-BASED  PROGRAMS  AND  EVALUATION  EFFORTS 

Although  the  primary  purpose  of  home-  and  community-based  service  interventions  is  to  reduce 
nursing-home  use,  some  have  also  attempted  to  reduce  hospital  use.  The  primary  mechanism  for  such 
reductions  was  expected  to  be  a  reduction  in  administratively  necessary  days-that  is,  days  spent  in 
the  hospital  awaiting  nursing-home  placement.  However,  it  was  also  expected  that  such  reductions 
could  be  somewhat  offset  in  the  short  run  by  the  early  identification  and  treatment  of  medical 
problems  leading  to  hospital  admission  that  would  have  gone  undetected  otherwise.  Since  evaluation 
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efforts  were  unable  to  distinguish  the  expected  reductions  in  administratively  necessary  days  from 
increases  in  hospital  use  due  to  improved  diagnosis  and  access,  the  failure  to  detect  reductions  in 
hospital  use  could  hardly  be  met  with  surprise. 

Dozens  of  home-  and  community-based  service  interventions  have  been  initiated,  many  of  which 
have  been  evaluated  formally  according  to  randomized  or  quasi-experimental  designs  and  have  yielded 
estimates  of  the  effects  of  the  interventions  on  hospital  use.  Several  excellent  reviews  of  these 
evaluations  have  also  summarized  intervention  components,  targeting  criteria,  study  designs,  and 
impacts.  This  section  relies  on  three  such  summaries:  Kemper,  Applebaum,  and  Harrigan  (1987), 
summarizing  the  results  of  16  interventions;  Weissert,  Cready,  and  Pawelak  (1988),  summarizing  31 
interventions;  and  Capitman  (1986),  summarizing  5  demonstrations.  The  section  concludes  with  a 
more  detailed  examination  of  the  impact  of  the  National  Long  Term  Care  Demonstration 
(Channeling)  demonstration  on  hospital  use  (Wooldridge  and  Schore,  1988)  and  a  discussion  of  the 
results  of  a  survey  of  adult  day-care  centers  carried  out  by  Weissert,  Elston,  Bolda,  et  al.  (1989). 

As  noted,  the  primary  goal  of  home-  and  community-based  service  interventions  has  been  to 
reduce  overall  health  care  costs  through  the  substitution  of  home-  and  community-based  services-case 
management,  personal  and  homemaker  care,  and  support  services-for  nursing-home  care.  Targeting 
individuals  at  risk  of  nursing-home  placement  became  increasingly  important  when  researchers 
realized  that  many  elderly  persons  were  in  dire  need  of  intervention  services,  but  few  would  actually 
enter  a  nursing  home  in  their  absence.  Thus,  later  studies  included  very  specific  eligibility  criteria 
which  required  that  participants  have  disabilities  and  need  assistance  in  activities  of  daily  living  (such 
as  eating  or  bathing)  or  instrumental  activities  of  daily  living  (such  as  housekeeping).  In  an  attempt 
to  distinguish  disability  from  nursing-home  risk,  some  interventions  were  directed  only  at  those  who 
had  participated  in  the  state's  nursing-home  pre-admission  screening  program  and  were  assessed  as 
nursing-home-ehgible.  Less  common  targeting  criteria  included  a  recent  hospitalization,  a  major 
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disabling  condition,  or  homeboundness.  Participants  were  also  usually  required  to  be  eligible  for 
Medicare  or  Medicaid,  depending  on  which  program  provided  waivers  for  intervention  funding. 

Many  evaluations  of  the  interventions  reviewed  herein  used  randomized  experimental  designs; 
others  used  quasi-experimental  designs.  Sample  sizes  ranged  from  approximately  100  to  over  6,300 
treatment  and  control/comparison  group  members.  The  intensity  of  data  collection  efforts  varied. 
Oddly  enough,  although  the  rates  of  nursing-home  placement  among  control/comparison  group 
members  was  not  very  high,  the  rates  of  hospital  admission  were.  During  the  first  year  of  the  studies, 
Weissert  et  al.  (1988)  noted  that,  among  the  control/comparison  groups  for  9  of  the  27  studies  for 
which  hospital-use  data  were  available,  hospital  admission  rates  were  over  50  percent,  and  hospital 
stays  were  as  long  as  60  days.  However,  despite  this  high  level  of  use  by  the  control/comparison 
groups,  the  interventions  had  no  consistent,  significant  effect  on  hospital  use.  Capitman  (1986)  and 
Kemper  et  al.  (1987)  concur  with  Weissert  on  this  point. 

In  examining  analyses  of  differential  impacts  on  subgroups  among  these  studies,  Weissert 
concludes  that  there  was  some  indication  that  the  interventions  lowered  hospital  use  among  clients 
with  only  moderate  needs,  good  prognosis,  and  existing  informal  support.  However,  he  notes  further 
that  this  subgroup  did  not  appear  to  be  the  same  one  that  might  experience  reduced  nursing-home 
use  under  these  interventions.  On  the  contrary,  those  at  high  risk  of  nursing-home  placement  tended 
to  have  increased  hospital  use.  At  least,  Kemper  points  out,  fears  that  these  interventions  might 
increase  hospital  use  were  not  borne  out. 

The  Channeling  demonstration  tested  two  models,  one  consisting  primarily  of  case  management 
(the  basic  model)  and  one  consisting  of  case  management  plus  a  variety  of  services,  such  as  personal 
care,  homemaking,  home  health  aide  care,  skilled  nursing,  therapy,  and  mental  health  counseling. 
Targeting  criteria  focused  on  various  combinations  of  disabilities  with  ADLs  and  IADLs  and  on 
unmet  need  for  help  with  such  activities.  In  fact,  participants  who  were  enrolled  in  the  evaluation 
were  highly  impaired,  but  only  approximately  15  percent  of  the  control  group  were  in  a  nursing  home 
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at  any  time  during  the  demonstration's  first  year.  The  evaluation  of  the  Channeling  demonstration 
was  unique  in  a  number  of  ways.  Channeling  was  evaluated  with  a  randomized  experimental  design. 
It  was  national  in  scope  (including  10  sites  across  the  country),  and  it  was  the  largest  of  the  home- 
and  community-based  service  demonstrations  (with  a  sample  of  over  6,300).  Data  for  the  evaluation 
came  from  a  wide  range  of  sources  (Medicare  and  Medicaid  claims,  provider  records,  and  in-person 
interviews).1 

By  contrast,  nearly  50  percent  of  Channeling  treatment  and  control  group  members  had  a 
hospital  admission  in  the  two  months  prior  to  enrolling  in  the  demonstration.  Hospital  use  among 
the  control  group  was  also  quite  high-~approximately  45  percent-during  the  first  six  months  after 
enrollment  in  the  demonstration.  However,  as  with  the  majority  of  home-  and  community-based 
service  interventions,  the  demonstration  did  not  reduce  hospital  use  by  the  treatment  group  during 
the  first  six  months,  despite  identifying  a  sample  at  high  risk  of  hospital  admission.  During  the  second 
six  months  after  enrollment,  hospital  admissions  (at  approximately  37  percent  for  treatment  and 
control  group  members)  dropped  off  dramatically.  This  decline  appeared  to  be  due  largely  to  the 
diminishing  effect  of  an  acute  episode  that  had  precipitated  enrollment  in  the  demonstration  by  some 
individuals.  And  the  death  of  relatively  sicker  sample  members  during  the  first  six  months  of  the 
demonstration  left  a  second  group  who  required  relatively  less  hospital  care  in  the  second  six  months. 

Weissert,  Elston,  Bolda,  et  al.  (1989)  used  site-visit  interviews  to  examine  a  nationally 
representative  sample  of  60  adult  day-care  centers  to  describe  this  evolving  model  of  community- 
based  care  for  the  elderly.  Although  center  directors  seemed  to  be  aware  that  day  care  in  and  of 
itself  is  not  usually  considered  to  be  a  substitute  for  nursing-home  care,  printed  materials  and 
interview  responses  indicated  that  one  of  the  many  purposes  of  their  centers  was  to  delay  or  prevent 
institutionalization.  Assistance  with  transitional  periods  (that  is,  between  a  hospital  or  nursing-home 

information  in  this  section  on  the  Channeling  demonstration  comes  primarily  from  Wooldridge 
and  Schore  (1988),  with  additional  information  from  Carcagno,  Applebaum,  Christianson,  et  al.  (1986) 
and  Wooldridge  and  Schore  (1986). 
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stay  and  home)  was  also  a  goal  of  some  centers.  Some  centers  were  more  socially  oriented,  providing 
a  noontime  meal,  an  opportunity  for  social  interaction,  and  some  nursing  observation  and  supervision. 
Other  centers,  particularly  those  operating  under  the  auspice  of  a  nursing  home  or  rehabilitation 
facility,  provided  therapeutic  and  other  health-related  services  and  had  higher  staff-to-client  ratios. 
(Such  facilities  begin  to  take  on  some  of  the  characteristics  of  geriatric  day  hospitals.) 

Adult  day  care  as  a  service  model  is  not  targeted  at  any  particular  group  of  elderly,  but  it  is  clear 
from  this  study  that  most  day-care  clients  have  some  level  of  physical  or  mental  impairment.  The 
authors  identified  two  models  of  adult  day  care  based  on  center  auspice  and  client  characteristics. 
The  first  is  the  nursing-home/rehabilitation  facility  model  that  tends  to  have  many  highly  dependent 
and  few  independent  clients,  while  the  second  is  the  hospital/social  service  agency  model  that  has 
fewer  dependent  and  more  independent  clients.  This  study  did  not  examine  the  effect  of  adult  day 
care  on  patient  outcomes.2 

C.  SUMMARY 

Home-  and  community-based  service  interventions  have  tested  the  efficacy  of  providing  and 
publicly  financing  a  core  of  case  management  and  personal  care  and  homemaker  services  as  a  way 
to  delay  or  prevent  nursing-home  placement;  many  interventions  have  also  provided  and  financed  a 
variety  of  other  services.  Evaluations  of  these  interventions,  many  of  which  used  randomized 
experimental  designs  to  estimate  intervention  impacts,  consistently  showed  little  or  no  effect  on 
hospital  use  despite  the  fact  that  the  interventions  had  identified  groups  of  individuals  who  were  at 
high  risk  of  requiring  acute  inpatient  care. 

Since  the  primary  goal  of  this  type  of  intervention  was  to  reduce  total  health  and  health-related 
care  costs  by  reducing  nursing-home  use,  targeting  individuals  who  would  become  nursing-home 
patients  in  the  absence  of  the  intervention  took  on  particular  importance.  Targeting  criteria  generally 

2Results  from  the  evaluation  of  the  NCHSR  Day  Care  experiment  indicate  that  day  care  may 
have  reduced  hospital  use,  although  statistical  tests  of  treatment/control  differences  in  hospital  use 
did  not  appear  in  study  reports  (Weissert,  Cready,  and  Pawelak,  1988). 
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focused  on  disability  levels  and  the  need  for  assistance  to  compensate  for  disability;  interventions  were 
less  commonly  targeted  specifically  at  individuals  who  had  participated  in  a  state  nursing-home 
preadmission  screening  program.  While  these  interventions  largely  failed  to  identify  groups  of 
individuals  who  would  have  entered  nursing  homes  in  the  absence  of  the  demonstration,  they  were 
effective  at  identifying  individuals  who  required  a  great  deal  of  hospital  care,  at  least  in  the  period 
immediately  after  enrollment  in  the  interventions.  The  diminished  use  of  hospital  services  over  time 
as  observed  in  the  Channeling  data  raises  concerns  about  the  phenomenon  of  regression  to  the  mean 
in  developing  targeting  criteria:  a  group  with  an  immediate  need  for  a  high  level  of  hospital  service 
use  may  not  necessarily  need  a  high  level  of  hospital  services  over  the  longer  term. 
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VII.  SOCIAL  HEALTH  MAINTENANCE  ORGANIZATION-TYPE  INTERVENTIONS 


Social  health  maintenance  organization  (S/HMO)  interventions  expand  the  concept  of  the  home- 
and  community-based  service  intervention  in  two  important  ways,  both  of  which  may  increase  the 
likelihood  that  these  types  of  interventions  can  reduce  hospital  use.  First,  while  S/HMO-type 
interventions  offer  a  range  of  home-  and  community-based  services  to  frail  elders,  including  a  strong 
case  management  component,  they  also  coordinate  and  pay  for  all  acute  and  postacute  care  services 
routinely  covered  by  Medicare,  providing  the  frail  elderly  with  a  one-stop-shopping  approach  to 
health  care.  Second,  S/HMO  interventions  rely  on  capitation  payments  for  reimbursement,  placing 
a  strong  financial  incentive  on  the  S/HMO  to  minimize  costs  whenever  feasible.  Thus,  the  use  of 
traditionally  high-cost  acute  inpatient  care  comes  under  close  scrutiny  in  the  S/HMO. 

A.    THE  GOALS  AND  COMPONENTS  OF  SOCIAL  HEALTH  MAINTENANCE 
ORGANIZATION  INTERVENTIONS 

In  caring  for  frail  elderly  enrollees,  S/HMO  interventions  are  designed  primarily  to  prevent  or 
delay  nursing-home  placement,  while  maintaining  the  health  and  functioning  of  enrollees  at  the 
highest  level  possible,  and  to  develop  and  maintain  a  financially  viable  organization  under  a  capitated 
reimbursement  system.  The  service  components  of  S/HMO  interventions  include  the  full  range  of 
acute-care  services  currently  financed  by  Medicare,  expanded  services  such  as  pharmacy,  eyeglasses, 
and  dental  care,  and  long-term  care  services  (primarily  case  management  and  home-  and  community- 
based  services  with  varying  amounts  of  coverage  for  nursing-home  care). 

Three  S/HMO-type  interventions  are  reviewed  below-On  Lok  Senior  Health  Services,  the  Frail 
Elderly  Project  of  the  Florida  Alternative  Health  Plan,  and  the  National  S/HMO  Demonstration. 
Each  has  somewhat  different  target  populations  and  service-delivery  approaches,  particularly  the 
extent  to  which  the  same  staff  plans  and  monitors  acute  and  long-term  care  services. 
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B.    S/HMO-TYPE  INTERVENTIONS  AND  EVALUATIONS 

On  Lok  Senior  Health  Services  in  San  Francisco,  which  began  in  1972  as  an  adult  day-care 
center,  is  arguably  the  oldest  S/HMO-type  intervention  in  existence.  Although  in  its  early  days  it  did 
not  provide  the  full  range  of  services  that  it  does  now,  nor  did  it  operate  under  Medicare  and 
Medicaid  waivers  that  currently  allow  On  Lok  to  pool  capitation  payments  from  both  programs  for 
all  enrollees,  it  has  always  emphasized  the  important  link  between  acute  and  long-term  care 
management.  On  Lok  targets  frail  elderly  enrollees  by  requiring  that  California's  nursing-home 
preadmission  screening  program  assess  them  as  requiring  a  nursing-home-level  of  care.  The  program 
focuses  on  elderly  individuals  who  may  be  expected  to  require  ongoing  care  for  the  rest  of  their  lives. 
In  fact,  unlike  the  Florida  Frail  Elderly  Project  and  the  National  S/HMO  Demonstration,  On  Lok 
provides  unlimited  coverage  for  nursing-home  care,  should  a  nursing  home  become  the  appropriate 
service  setting.  On  Lok  covers  all  acute  and  long-term  health  and  social  services  funded  by  Medicare 
and  Medicaid,  as  well  as  some  additional  services.  Adult  day-care  centers  are  viewed  as  the  primary 
locus  of  ambulatory-care  service  delivery.  If  case  management  were  viewed  on  a  continuum  based 
on  the  degree  of  primary-care  practitioner  involvement,  On-Lok  is  at  the  high  end  of  the  three 
S/HMO  intervention  models.  On  Lok  uses  a  multidisciplinary  team  approach  to  coordinate  services, 
in  which  the  primary-care  physician  is  an  integral  member.  On  Lok  case  management  combines 
assessment  and  monitoring  functions  with  service  coordination  and  delivery  (Zawadski  and  Eng, 
1988). 

Other  than  an  early  evaluation  of  On  Lok,  which  was  based  on  a  quasi-experimental  design  that 
yielded  a  comparison  group  that  differed  along  a  number  of  measured  baseline  dimensions  from  On 
Lok  enrollees  (Zawadski,  Shin,  Yordi,  and  Hansen,  1984),  On  Lok  has  not  been  evaluated  formally.1 
However,  Zawadski  and  Eng  (1988)  report  that  between  July  and  September  1987  the  number  of 

!On  Lok  is  currently  the  subject  of  a  national  replication  demonstration-the  Program  of  All- 
inclusive  Care  for  the  Elderly  (PACE)  demonstration-that  will  be  subject  to  a  formal  evaluation 
based  on  a  quasi-experimental  design. 
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annualized  inpatient  hospital  days  per  thousand  among  its  very  frail  enrollees  was  2,204,  noting  that 
this  rate  compares  favorably  with  the  general  fee-for-service  Medicare  population  in  1984  with  3,197 
inpatient  days  and  a  sample  of  TEFRA  HMO  enrollees  in  the  mid-1980s  with  2,223  inpatient  days. 

The  Frail  Elderly  Project  of  the  Florida  Alternative  Health  Plan-implemented  as  ElderCare  by 
Mt.  Sinai  Medical  Center  of  Miami  Beach  between  1987  and  1989-was  a  Medicaid  nursing-home 
diversion  demonstration.2  Florida's  nursing-home  preadmission  screening  program  had  to  assess 
ElderCare  enrollees  as  requiring  a  nursing-home-level  of  care  but  recommend  enrollees  for 
community  diversion  with  home-  and  community-based  services.  ElderCare  enrollees  also  had  to  be 
Medicaid-eligible.  ElderCare  provided  case  management  and  the  full  range  of  acute  and  long-term 
care  services  discussed  above,  but  covered  only  60  days  of  nursing-home  care.  If  an  enrollee  required 
longer-term  nursing-home  care,  he  or  she  returned  to  the  Medicaid  fee-for-service  sector.  Case 
management  was  provided  primarily  by  nurses  who  worked  closely  with  the  medical  director  of  the 
plan  (a  geriatrician)  and  with  the  enrollees'  primary-care  physicians  (Schore  and  Gianolio,  1990). 

An  evaluation  of  ElderCare  was  carried  out  for  the  Health  Care  Financing  Administration.  It 
examined  aggregate  service  use  data  and  entailed  a  person-level  comparison  of  Medicaid-covered 
service  use  by  ElderCare  enrollees  and  by  Dade  County  Medicaid  beneficiaries  in  the  fee-for-service 
sector  who  were  also  assessed  as  requiring  a  nursing-home-level  of  care,  but  who  were  recommended 
for  community  diversion  and  did  not  participate  in  ElderCare.  Differences  between  ElderCare  and 
the  comparison  group  along  the  few  nursing-home  preadmission  screening  measures  available  for  the 
evaluation,  as  well  as  some  evidence  that  Medicaid  data  for  the  comparison  group  were  incomplete, 
called  into  question  the  evaluation  finding  that  ElderCare  enrollees  had  somewhat  higher  rates  of 
hospitalization  than  comparison  group  members  (Schore  and  Gianolio,  1990). 

The  general  goal  of  the  National  S/HMO  Demonstration  was  to  establish  a  cost-effective  long- 
term  care  financing  and  service  delivery  model,  while  keeping  enrollees  healthy  and  reducing  or 

2ElderCare  is  currently  operated  as  a  joint  venture  between  Mt.  Sinai  Medical  Center  and  CAC 
Ramsay  Health  Plans. 
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slowing  their  impairment  and  disability  rate.  A  specific  goal  was  to  control  participants'  service  use 
and  expenditures,  and  thus  develop  a  financially  viable  organization  that  could  sustain  itself  beyond 
the  initial  demonstration  period  (1985  to  1992).3  The  S/HMO  demonstration  design  required  that 
a  single  organization  provide  a  full  range  of  acute,  postacute,  and  long-term  care  services,  including 
case  management  to  authorize  and  coordinate  long-term  care  services  for  those  members  who  met 
specified  disability  criteria.  A  capitation  scheme  was  used  to  finance  services,  in  which  funds  from 
Medicare,  Medicaid  (at  some  sites),  and  enrollee  premiums  were  pooled.  This  design  was 
implemented  by  four  organizations  (Elderplan  in  Brooklyn,  New  York;  Kaiser  Permanente  HMO  in 
Portland,  Oregon;  SCAN  Health  Plan  m  Long  Beach,  California;  and  Seniors  Plus  in  Minneapolis, 
Minnesota).  The  Oregon  and  Minnesota  S/HMOs  were  housed  in  existing  HMOs,  while  the  New 
York  and  California  S/HMOs  were  housed  in  long-term  care  organizations  (Harrington  and 
Newcomer,  1991). 

The  key  difference  among  the  National  S/HMO  Demonstration  sites,  On  Lok,  and  ElderCare 
was  that  the  national  S/HMO  sites  enrolled  both  able-bodied  and  frail  Medicare  beneficiaries,  in 
order  to  spread  the  financial  risk  of  capitation  across  a  general  elderly  population.  National  S/HMO 
site  enrollees  became  eligible  for  case  management  and  long-term  care  services  if  they  were 
sufficiently  disabled.  Three  of  the  sites  used  the  state  nursing-home  preadmission  screen  to 
determine  eligibility  for  long-term  care,  although  one  of  those  sites  frequently  made  exceptions  to 
that  criterion,  based  on  staff  judgment.  The  fourth  used  moderate  or  severe  disability  as  its  targeting 
criterion.  As  of  mid-1986,  between  3  and  14  percent  of  enrollees  of  each  of  the  sites  were  receiving 
case  management  and  long-term  care  services.  Each  site  had  a  set  annual  dollar  amount  available 
to  cover  long-term  care  costs  delivered  in  the  community  or  at  a  nursing  home,  ranging  from  $6,250 
to  $12,000  (Leutz,  Abrahams,  Greenlick,  et  al.,  1988).  The  extent  to  which  the  acute  and  long-term 


^e  Omnibus  Budget  Reconciliation  Act  of  1990  (OBRA-90)  extends  the  National  S/HMO 
Demonstration  to  1995  and  authorizes  four  additional  sites  for  refining  the  model. 
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services  had  been  integrated  to  provide  an  effective  continuum  of  care  varied  considerably  among  the 
plans  (Yordi,  1988). 

The  results  of  analyses  from  the  evaluation  of  the  National  S/HMO  Demonstration  published 
to  date  have  been  process-oriented.  The  effectiveness  of  the  S/HMOs  at  reducing  hospital  use  has 
been  estimated  on  the  basis  of  comparisons  with  the  Medicare  HMO  population.  For  example, 
Harrington  and  Newcomer  (1991)  report  that  in  1987  Medicare  hospital  days  for  HMO  enrollees 
were  1,945  per  1,000  members  per  year.  In  1987,  three  of  the  four  S/HMO  sites  had  annual  hospital 
days  per  1,000  members  that  were  below  the  Medicare  HMO  level;  in  1988,  two  of  the  four  S/HMO 
sites  had  annual  hospital  days  below  the  1987  Medicare  HMO  level;  in  1989,  only  one  of  the  sites 
was  below  the  1987  level.  (The  S/HMO  hospital  days  statistics  include  nonfrail  enrollees,  as  well  as 
those  receiving  long-term  care  benefits;  hospital-use  statistics  were  not  presented  separately  for 
enrollees  receiving  long-term  care  benefits.)4 

C.  SUMMARY 

On  Lok,  the  Florida  Frail  Elderly  project,  and  the  National  S/HMO  Demonstration  sites  all  share 
the  basic  S/HMO-type  intervention  components-a  range  of  acute  and  long-term  care  services 
coordinated  through  case  management  and  financed  through  capitation  payments.  Key  intervention 
differences  emerge  in  the  amount  of  nursing-home  care  covered  by  the  plans  and  the  level  of 
coordination  between  acute  and  long-term  care  service  provision.  Only  On  Lok  provided  unlimited 
nursing-home  care,  while  the  Florida  Frail  Elderly  Project  limited  nursing-home  care  to  60  days,  and 
the  S/HMO  sites  limited  total  spending  for  institutional  and  community-based  long-term  care.  On 
Lok  and  the  Florida  project  integrated  acute  and  long-term  care  through  the  coordination  of  case 
managers  and  the  active  involvement  of  primary  care  practitioners  in  both  types  of  care;  some 
S/HMO  sites  achieved  this  type  of  integration  more  effectively  than  others. 

4The  final  report  for  the  evaluation,  expected  to  be  available  in  late  1992,  will  present  estimates 
of  the  effect  of  the  demonstration  on  the  health  status  and  mortality  of  members. 
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The  target  populations  for  On  Lok,  ElderCare,  and  long-term  care  services  provided  by  the 
national  S/HMO  sites,  which  focused  on  delaying  or  preventing  nursing-home  placement,  were 
primarily  individuals  who  were  certified  as  nursing-home -eligible  by  state  nursing-home  pre-admission 
screening  programs.  One  of  the  four  national  S/HMO  sites  used  less  rigorous  disability  criteria; 
another  of  the  national  S/HMO  sites  frequently  overrode  the  state  criteria  based  on  staff  judgment. 

None  of  the  S/HMO  models  was  evaluated  with  randomized  experimental  designs.  Published 
data  describing  the  National  S/HMO  Demonstration  and  On  Lok  are  based  on  process  analyses,  in 
which  aggregate  hospital  use  by  plan  enrollees  was  compared  with  that  of  Medicare  HMO  enrollees 
and  fee-for-service  Medicare  beneficiaries.  Such  comparisons  show  that  hospital  use  among  On  Lok 
enrollees  is  substantially  less  than  among  Medicare  HMO  enrollees,  most  of  whom  are  not  as  frail 
as  the  On  Lok  enrollees.  Comparisons  of  hospital  use  between  national  S/HMO  enrollees  and 
Medicare  HMO  enrollees  are  mixed-some  sites  in  some  years  are  below  Medicare  HMO  hospital 
use,  and  some  sites  in  some  years  are  above.  The  evaluation  of  the  Florida  Frail  Elderly  Project  was 
based  on  a  quasi-experimental  design.  Comparisons  between  ElderCare  enrollees  and  the  comparison 
group  which  indicated  that  ElderCare  enrollment  was  associated  with  increased  hospital  use  were 
inconclusive  due  to  suspected  problems  in  the  completeness  of  the  Medicaid  data  for  the  comparison 
group  and  the  likelihood  of  unmeasured  differences  between  ElderCare  enrollees  and  comparison 
group  members. 
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VIII.  CONCLUSIONS  AND  RECOMMENDATIONS 


This  report  has  described  six  types  of  interventions  whose  goal  is  to  reduce  hospital  use  and  costs 
among  the  elderly.  Within  these  types  of  interventions,  the  model  of  care  and  the  targeting  criteria 
have  varied,  as  have  the  methodologies  used  to  determine  whether  the  intervention  was  able  to 
reduce  hospital  use.  All  of  these  variations  limit  our  ability  to  draw  cross-intervention  conclusions 
or  even  cross-study  conclusions  about  the  relative  effectiveness  of  the  interventions  and  their 
targeting  strategies.  However,  the  most  significant  limitation  to  drawing  conclusions  about  the 
specific  interventions  that  are  likely  to  be  most  effective  for  specific  target  populations  is  a  lack  of 
reliable  and  consistent  estimates  of  their  effectiveness.  In  this  chapter,  we  synthesize  the  findings  of 
the  studies  of  these  interventions  and  offer  recommendations  about  future  intervention  design  and 
research  efforts. 

A.    CONCLUSIONS  ABOUT  THE  EFFECTIVENESS  OF  DIFFERENT  INTERVENTIONS  AND 
TARGETING  EFFORTS 

Table  VIII.  1  presents  an  overview  of  the  key  features  of  selected  studies  of  the  six  interventions 
described  in  this  report:  comprehensive  geriatric  assessment,  enhanced  hospital  discharge  planning, 
nursing-home  care  enhancement,  hospice  care,  home-  and  community-based  services,  and  social  health 
maintenance  organization-type  interventions.  Three  points  stand  out  in  this  table.  First,  the  studies 
examined  a  variety  of  models  within  each  type  of  intervention.  For  example,  the  most  intense  model 
of  comprehensive  geriatric  assessment  included  multidisciplinary  assessment  in  an  inpatient  setting 
with  follow-up  in  an  outpatient  clinic,  while  a  less  intense  model  included  geriatric  assessment  carried 
out  by  geriatric  physicians,  nurses,  and  social  workers,  with  follow-up  limited  to  telephone  contact. 
(Still  less  intense  interventions  were  tested  in  the  United  Kingdom  and  Denmark.)  Second,  while 
the  targeting  of  hospice  care,  home-  and  community-based  services,  and  the  S/HMO  interventions 
was  specific,  the  targeting  of  comprehensive  geriatric  assessment,  enhanced  hospital  discharge 
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planning,  and  nursing-home  enhancement  was  relatively  general.  Thus  far,  these  latter  interventions 
have  been  targeted  at  the  patient  base  of  the  facility  that  hosted  the  intervention;  clinical  judgment 
has  been  used  to  narrow  the  target  population  for  some  interventions,  as  was  the  case  with  most 
enhanced  hospital  discharge  planning  models.  Finally,  the  results  of  most  of  the  evaluations  based 
on  random  assignment  procedures  are  limited  because  the  model  being  evaluated  was  implemented 
at  a  single  site.  When  an  intervention  model  is  implemented  at  a  single  site  even  with  random 
assignment  procedures,  its  apparent  success  may  be  due,  not  to  the  intervention,  but  to  the  specific 
qualities  of  the  staff  who  operate  the  model  or  to  the  service  environment  in  which  the  model  was 
tested,  and  it  may  not  be  possible  to  replicate  the  model  successfully  elsewhere.  Meta-analysis  can 
be  used  to  generalize  the  results  of  several  single-site  studies,  but  such  analysis  is  greatly  complicated 
when  the  studies  are  testing  several  variations  of  the  intervention. 

What  does  the  current  body  of  research  tell  us  about  the  success  of  these  initiatives  at  reducing 
hospital  use  and  costs? 

•  Some  studies  that  have  been  based  on  randomized  experimental  designs  at  single  sites 
provide  some  indication  that  comprehensive  geriatric  assessment  can  reduce  hospital  use 
and  costs.  However,  the  failure  of  the  model  tested  at  the  Rhode  Island  HMO  suggests 
that  ongoing  monitoring  may  be  a  critical  feature  of  the  intervention  to  ensure  that 
patients  are  following  prescribed  regimens,  with  adjustments  made  to  care  plans  as 
necessary.  If  it  is  believed  that  HMOs  generally  enroll  relatively  healthier  individuals, 
the  failure  of  geriatric  assessment  at  the  Rhode  Island  HMO  may  also  underscore  the 
importance  of  targeting  individuals  with  chronic  illness  or  potentially  long-term 
disabilities. 

•  Enhanced  hospital  discharge  planning  and  postacute  care  currently  represent  "black  holes" 
in  terms  of  our  ability  to  assess  their  effectiveness  at  reducing  hospital  use  among  the 
elderly.  Only  a  few  models  of  enhanced  discharge  planning  have  been  studied,  but  they 
have  been  quite  diverse,  and  data  on  the  outcomes  of  patients  after  the  intervention 
were  not  collected  in  most  of  the  studies.  The  question  "How  much  follow-up  is 
enough?"  that  has  been  highlighted  by  the  studies  of  comprehensive  geriatric  assessment 
also  applies  to  enhanced  hospital  discharge  planning.  Research  on  the  use  and 
associated  costs  of  different  types  of  postacute  care  is  still  in  its  infancy. 

•  The  volumes  that  have  been  written  about  the  shortcomings  of  nursing-home  care 
suggest  that  a  variety  of  approaches  to  nursing-home  care  enhancement  would  benefit 
patients,  and  some  may  reduce  hospital  use  among  nursing-homes  patients.  The  results 
of  studies  based  on  quasi-experimental  designs  and  process  analyses  have  shown  that  the 
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use  of  certain  staff,  such  as  geriatric  nurse  practitioners,  and  the  provision  of  on-site  care 
for  some  acute  episodes  may  reduce  hospital  use  among  some  nursing-home  patients. 

•  Although  targeted  specifically  at  a  group  with  recognized  high-cost  hospital  use,  hospice 
care  has  not  been  found  to  reduce  the  overall  costs  of  care  for  individuals  with  terminal 
illness.  While  some  studies  have  shown  reductions  in  hospital  use,  particularly  in  the  last 
month  or  two  of  life,  individuals  who  choose  hospice  care  may  tend  to  be  diagnosed 
earlier  and  to  use  at  least  as  much  total  care  over  longer  periods  as  do  individuals  who 
choose  conventional  care. 

•  Based  on  the  years  of  research  on  home-  and  community-based  alternatives  to  nursing- 
home  care,  we  can  conclude  with  relative  certainty  that  home-  and  community-based 
service  nursing-home  diversion  interventions  do  not  reduce  hospital  use  and  costs. 
However,  some  of  these  interventions  have  been  successful  at  identifying  individuals  at 
high  risk  of  hospital  admission,  at  least  in  the  short-term. 

•  Social/health  maintenance  organization  (SIHMO)-type  interventions  seem  to  have  the 
potential  to  reduce  hospital  use,"  due  to  their  extensive  coordination  of  acute,  postacute, 
and  long-term  care  service  options,  combined  with  the  traditional  HMO  financial 
incentives  to  reduce  hospital  use,  typically  the  largest  direct  service  component  of  their 
operating  budgets.  However,  to  date,  estimates  of  the  effectiveness  of  S/HMO 
interventions  at  reducing  hospital  use  have  been  limited  to  comparisons  between  S/HMO 
enrollees  and  the  general  Medicare  population  or  with  the  population  of  Medicare  HMO 
enrollees. 


In  summary,  with  the  possible  exceptions  of  hospice  and  home-  and  community-based  care,  not 
enough  research  has  been  undertaken  to  establish  definitively  whether,  to  what  degree,  for  whom, 
and  at  what  cost  these  interventions  can  reduce  hospital  use.  Thus,  questions  about  the 
appropriateness  of  the  targeting  criteria  used  by  these  interventions  may  be  premature.  Interventions 
such  as  enhanced  hospital  discharge  planning  are  so  new  that  clinical  judgment  may  be  the  best  way 
to  target  patients  for  more  intense  discharge  planning  and  posthospital  follow-up  activities  until  more 
quantifiable  and  effective  targeting  criteria  are  developed.  Although  comprehensive  geriatric 
assessment  is  an  older  practice  concept  and  has  been  subject  to  some  evaluation  with  random 
assignment,  the  variety  of  models  tested  in  different  settings  makes  it  difficult  to  assess  the  degree 
to  which  targeting  per  se  contributed  to  (or  detracted  from)  its  generally  reported  success. 
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B.    RECOMMENDATIONS  FOR  FUTURE  INTERVENTION  DESIGNS  AND  RESEARCH 


The  current  literature  suggests  that  several  basic  strategies  have  the  potential  to  reduce  hospital 
(and  total  health-care)  use  and  costs.  First,  the  work  undertaken  by  Ellis  and  Ash  to  develop  a  DCG 
model  for  reimbursing  HMOs  highlights  the  fact  that  the  incidence  of  some  of  the  most  expensive 
diagnoses  for  treatment  (lung  and  colon  cancer  and  asthma)  can  be  reduced  somewhat  by  such 
prevention  efforts  as  smoking  cessation  and  diet  modification.  Reductions  in  the  incidence  of  these 
diseases  would  lead  to  reductions  in  total  health-care  spending.  Similarly,  several  authors  (for 
example,  Gooding  and  Jette,  1985;  Zook  and  Moore,  1980;  and  U.S.  Department  of  Health  and 
Human  Service,  1990)  note  that  reducing  the  incidence  of  unexpected  complications  during  hospital 
stays  would  reduce  hospital  use.  Thus,  disease  prevention  efforts  for  some  particularly  high-cost 
diseases  and  efforts  to  reduce  unexpected  complications  represent  two  additional  types  of 
interventions  not  included  in  this  review.  The  interventions  reviewed  herein  adopt  three  basic 
strategies  to  reduce  hospital  use,  all  of  which  seem  promising  but  will  require  additional  research  to 
determine  which  one  is  most  effective  for  certain  groups  of  elderly  individuals: 

•  Assessment  and  monitoring  of  (1)  individuals  with  conditions  that  are  difficult  to  stabilize 
or  that  require  compliance  with  medication  or  diet  regimens  (for  example,  congestive 
heart  failure  and  other  heart  diseases),  (2)  individuals -who  may  benefit  from  a  period  of 
rehabilitation  and  are  not  routinely  identified  by  the  current  health-care  system,  and  (3) 
individuals  at  risk  of  adverse  drug  events  (such  as  those  taking  several  prescription  drugs, 
those  taking  drugs  that  frequently  lead  to  adverse  drug  reactions,  or  those  likely  to  mix 
alcohol  with  prescription  drugs) 

•  Increased  access  to  sub-acute  care  among  community-dwelling  individuals,  including  care  in 
skilled  nursing-facilities,  inpatient  and  outpatient  rehabilitation,  and  skilled  home  health 
care,  in  conjunction  with  personal  care/housekeeper  services,  when  necessary 

•  Increased  access  to  acute  care  in  nursing  homes,  primarily  through  increased  reimbursement 
so  that  nursing  homes  can  employ  sufficiently  trained  staff  (for  example,  registered 
nurses,  geriatric  nurse  practitioners,  physicians'  assistants,  and  on-call  physicians)  to 
provide  acute  care  for  certain  types  of  illnesses 

These  studies  also  underscore  the  necessity  of  increasing  access  to  physicians  with  geriatric  training 
who  can  diagnose  and  treat  elderly  patients  more  effectively,  and  who  are  familiar  with  the  special 
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problems  of  prescribing  medications  for  the  elderly.  In  short,  the  results  of  these  studies  suggest  that 
a  major  gap  in  basic  primary  care  for  the  elderly  may  be  somewhat  responsible  for  the 
disproportionate  use  of  acute  hospital  services  among  the  elderly. 

Much  of  the  research  on  the  interventions  that  seem  to  have  the  potential  to  reduce  hospital 
use-comprehensive  geriatric  assessment,  enhanced  hospital  discharge  planning,  nursing-home  care 
enhancement,  and  S/HMOs--is  relatively  recent  and  has  not  supplied  the  type  of  conclusive  evidence 
policymakers  need  about  their  costs  and  effectiveness  and  the  success  of  their  targeting  efforts. 
Almost  none  of  this  research  has  focused  on  identifying  subgroups  of  elderly  individuals  for  whom 
the  interventions  may  be  relatively  more  successful.  Multisite  evaluations,  based  on  randomized 
experimental  designs,  would  overcome  many  of  the  shortcomings  of  the  research  undertaken  in  this 
area  to  date.  Although  randomized  designs  are  sometimes  difficult  to  implement  when  an 
intervention  involves  health  care,  results  that  come  from  such  designs  are  far  less  ambiguous  and 
leave  fewer  questions  unanswered,  particularly  about  whether  the  intervention  or  other  factors  were 
responsible  for  individual  outcomes. 

In  addition,  further  analysis  of  Medicare  databases  might  furnish  information  that  could  identify 
subsets  of  high-cost  diagnoses  that  lead  to  potentially  preventable  readmissions  or  that  include  acute 
hospital  stays  for  care  that  might  be  delivered  at  the  subacute  level.  However,  analyses  of  Medicare 
databases  would  be  greatly  enhanced  with  primary  data  collection  that  furnishes  information  more 
specifically  on  the  types  of  hospital  admissions  that  might  be  prevented  and  the  potential  means  for 
preventing  them,  detailed  information  naturally  lacking  in  an  administrative  database.  An  important 
lesson  of  the  hospice  care  evaluations  is  that,  even  if  an  intervention  targets  known  high-cost  users 
(for  instance,  individuals  in  the  terminal  phases  of  illness),  the  intervention  may  not  be  able  to  reduce 
hospital  use  without  substantially  increasing  the  use  of  other  services  (for  example,  individuals  with 
lung  or  colon  cancer  as  identified  by  Ellis  and  Ash).  A  corollary  to  this  lesson  is  that  the  highest-cost 
hospital  users  may  not  be  the  appropriate  intervention  targets.  Rather,  they  may  be  the  highest-cost 
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users  because  they  require  the  expensive  care  they  receive.  Moderate-cost  users  may  prove  to  be  the 
appropriate  targets  of  such  interventions  as  geriatric  evaluation  and  enhanced  discharge  planning. 

A  second  lesson-about  the  phenomenon  of  regression  to  the  mean  among  high-cost  users- 
evolves  from  the  evaluation  of  the  National  Long  Term  Care  Channeling  demonstration  and  other 
studies.  Hospital  admissions  among  the  Channeling  control  group  dropped  from  45  percent  during 
the  first  six  months  of  the  demonstration  to  37  percent  during  the  second  six  months.  This  decline 
was  precipitated  by  the  death  of  some  of  the  sicker  individuals  and  by  the  diminished  importance  of 
a  precipitating  event  that  was  the  impetus  for  some  to  enroll  in  the  demonstration.  Because 
regression  to  the  mean  will  occur  in  any  "group  of  high-cost  hospital  users,  those  who  design  hospital- 
use  reduction  interventions  and  develop  their  targeting  criteria  should  note  whether  hospital  use  can 
be  reduced  among  individuals  who  have  high  use  only  in  the  short-term  and,  if  so,  whether  hospital 
use  can  be  reduced  enough  to  offset  the  intervention's  cost. 

In  summary,  the  literature  tells  us  that  home-  and  community-based  services  (that  is,  case 
management  and  personal  care/homemaker  services)  in  and  of  themselves  do  not  reduce  hospital  use, 
and  that,  while  hospice  may  reduce  hospital  use,  it  does  not  seem  to  reduce  the  total  cost  of  care  for 
those  who  choose  to  use  it.  The  literature  suggests  that  comprehensive  geriatric  assessment  may 
reduce  hospital  use,  but  additional  research  (including  randomized,  multisite  evaluation)  is  required 
to  refine  and  test  models  and  targeting  criteria  in  order  to  establish  their  cost-effectiveness.  Similar 
conclusions  derive  from  the  literature  on  nursing-home  care  enhancement. 

Compared  with  geriatric  assessment  and  nursing-home  care  enhancement,  enhanced  hospital 
discharge  planning  is  in  its  infancy.  More  work  is  required  on  defining  this  intervention-particularly 
the  type  and  amount  of  follow-up  required  to  ensure  the  effectiveness  of  the  intervention. 
Identifying  high-cost  users  for  whom  hospital-use  reductions  will  be  most  probable  will  be  important 
for  establishing  targeting  criteria,  particularly  for  comprehensive  geriatric  assessment  and  enhanced 
discharge  planning. 
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Finally,  the  S/HMO  intervention,  whether  targeted  at  frail  elders  or  all  elderly,  is  fairly  well- 
defined.  Policymakers  would  benefit  from  intervention  impact  estimates,  preferably  based  on  a 
multisite,  randomized  evaluation.  Although  the  On  Lok  model  is  undergoing  national  replication, 
evaluation  will  rely  on  a  quasi-experimental  design.  The  expansion  of  the  national  S/HMO 
demonstration  could  provide  an  opportunity  for  multisite,  randomized  evaluation. 

In  short,  the  literature  points  to  the  now  all-too-familiar  gaps  in  the  current  health-care  delivery 
system.  These  gaps  include  the  lack  of  overall  coordination  and  monitoring  of  care  for  the  elderly, 
an  insufficient  level  of  primary  and  acute  care  for  nursing-home  patients,  poor  access  to  a  range  of 
subacute  services,  a  shortage  of  physicians  with  geriatric  training  for  community-dwelling  elderly,  and 
insufficient  efforts  to  prevent  the  highest-cost  diseases  and  to  reduce  complications  that  arise  during 
hospitalization.  The  literature  also  suggests  several  groups  of  elderly  who  might  benefit  from  such 
interventions  as  comprehensive  geriatric  assessment,  enhanced  hospital  discharge  planning,  and 
Social/HMOs.  These  include  individuals  whose  conditions  are  difficult  to  stabilize  or  who  require 
medication  or  diet  regimens  that  must  be  monitored  for  compliance  or  change  (individuals  with  heart 
disease,  for  example);  they  also  include  individuals  whose  medications  are  likely  to  lead  to  adverse 
events,  and  individuals  facing  nursing-home  placement  without  first  being  evaluated  for  rehabilitative 
potential. 
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Summary.  This  article  reviews  a  number  of  studies  that  have  investigated  the  linkage  between 
hospitals  and  nursing-homes,  and  explores  the  effectiveness  of  this  linkage  and  changes  brought  about 
during  the  1980s.  Linkage  is  defined  as  any  structure  or  procedure  for  transferring  patients  between 
acute  care  and  long-term  care.  A  number  of  factors  have  motivated  acute  care  hospitals  to  offer  a 
range  of  long-term  care  services.  The  earliest  was  the  documented  difficulty  experienced  by  hospitals 
in  identifying  nursing-home  placements  for  patients  who  required  skilled  care  following  a  hospital 
stay.  Delays  in  discharging  patients  to  nursing-homes  engendered  the  "administratively  necessary  day," 
under  which  hospitals  could  be  reimbursed,  albeit  at  a  lower  rate  than  a  regular  acute  care  day,  for 
the  days  that  patients  remained  in  the  hospital  while  waiting  for  a  nursing-home  bed.  (Difficulties 
in  placing  patients  in  nursing-homes  have  been  associated  with  Medicaid  eligibility  and  physical  and 
cognitive  disability  levels,  since  nursing-homes  tend  to  prefer  self-pay  patients  who  require  minimal 
care.)  The  administratively  necessary  day  might  be  viewed  as  the  first  step  of  hospitals  into  the  realm 
of  long-term  care. 

The  advent  of  Medicare  prospective  payment  and  DRG  reimbursement,  with  their  incentives  to 
discharge  patients  from  acute  care  as  soon  as  medically  feasible,  along  with  increased  market 
competitiveness  for  acute  care  hospital  services,  encouraged  hospitals  to  own  or  have  financial 
interest  in  entities  providing  step-down  care  following  shorter  hospital  stays,  particularly  skilled 
nursing  facilities  (SNFs).  The  author  cites  a  1985-1986  American  Hospital  Association  study  which 
estimates  that  19  percent  of  all  community-based  hospitals  owned  a  hospital-based  SNF,  and  another 
25  percent  had  access  arrangements  with  SNFs.  Hospitals  have  also  invested  in  a  range  of  geriatric 
services,  including  geriatric  evaluation  units  (and  home  health  agencies,  not  mentioned  by  the  author). 

Just  as  acute  care  hospitals  have  begun  to  provide  long-term  care  services,  some  nursing-homes 
have  begun  to  expand  their  provision  of  acute  care  services.  Their  goal  is  to  treat  as  many  medical 
conditions  as  possible  in  the  nursing-home,  avoiding  the  trauma  of  a  hospital  stay,  and  attempting  to 
care  for  the  patient  at  a  lower  cost  than  would  be  incurred  in  a  hospital. 

The  author  concludes  that  most  studies  suggest  that  hospitals  perform  assessment  and  care 
coordination  well,  but  are  probably  too  expensive  and  technology-oriented  to  provide  long-term  care 
directly.  However,  studies  of  acute  care  in  nursing-homes  show  that  the  homes  are  adaptable  to 
higher  technology,  while  still  able  to  maintain  a  residential  and  rehabilitative  environment  and  to 
reduce  the  costs  associated  with  acute  care. 
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Admission  Patients."  Health  Care  Financing  Review,  1988  Annual  Supplement,  pp.  57-67. 

Abstract  from  Journal 

Although  a  high  proportion  of  Medicare  hospital  admissions  and  expenditures  are  accounted 
for  by  a  small  proportion  of  the  elderly  who  experience  chronic  patterns  of  acute  hospital  use, 
little  emphasis  has  been  placed  on  reducing  hospitalization  among  these  high  users.  Five 
interventions  that  have  succeeded  in  substantially  reducing  the  number  of  hospital  days  among 
high  users  living  at  home  are  discussed  in  this  article,  as  are  several  interventions  that  have 
reduced  hospital  use  by  nursing-home  residents. 

Summary.  More  than  30  years  ago,  researchers  observed  that  chronic  illness  was  strongly 
associated  with  multiple  hospital  admissions  and  recommended  that  cost-containment  efforts  be 
directed  toward  individuals  with  multiple  admissions.  Individuals  with  high  hospital  costs  generally 
had  chronic  health  problems  and  experienced  multiple  admissions  over  time.  However,  identifying 
high-cost  hospital  users  more  specifically  has  proved  to  be  a  somewhat  elusive  task.  Zook  and  Moore 
(1980)  found  that  repeated  hospitalizations  for  the  same  disease  accounted  for  50  to  90  percent  of 
the  highest  10  percent  of  hospital  costs  for  patients  at  5  hospitals  over  a  10-year  period.  On  the 
other  hand,  Gavett,  Drucker,  and  McCrum  (1985)  identified  high-cost  users  as  those  with  a  set  of 
comorbidities  that  are  not  necessarily  interrelated,  with  multiple,  lengthy  hospital  admissions  and 
within-admission  transfers  among  different  clinical  services. 

Even  if  it  were  possible  to  develop  measurable  criteria  for  identifying  high-cost  hospital  users 
prospectively,  an  important  and  controversial  area  of  concern  about  such  users  is  the  phenomenon 
of  regression  toward  the  mean  and  the  extent  to  which  it  occurs.  If  high-cost  users  do  regress  greatly 
toward  the  average  in  a  short  period  of  time,  special  interventions  have  limited  potential  for  reducing 
costs.  Research  on  regression  to  the  mean  over  time  has  generated  mixed  findings.  However,  Eggert 
and  Friedman  conclude  that,  although  most  high-cost  users  regress  toward  the  mean,  a  substantial 
minority  remain  high-cost  users.  It  is  thus  critical  that  chronically  ill  whose  use  will  remain  high  be 
distinguished  from  the  majority  whose  use  will  regress  toward  the  mean  over  time. 

Several  studies  have  shown  that  a  substantial  proportion  of  nursing-home  patients  transferred 
to  hospitals  also  experience  multiple  admissions.  Improving  the  quality  of  care  delivered  by  the 
nursing-homes  might  also  reduce  hospital  use  among  these  patients.  Improvements  in  quality  of  care 
focus  primarily  on  improved  staffing  patterns-more  physicians  and  mid-level  practitioners,  and  early 
identification  and  in-nursing-home  treatment  of  patients  whose  conditions  suddenly  decline  and  for 
whom  hospital  transfer  seems  likely.  The  authors  recommend  making  available  to  nursing-homes 
more  on-call  personnel  trained  to  handle  acute  situations,  providing  a  wider  range  of  services,  and 
reimbursing  nursing-homes  for  acute-level  services. 


82 


Ellis,  Randall,  and  Arlene  Ash.  "Refining  the  Diagnostic  Cost  Group  Model:  A  Proposed 
Modification  to  the  AAPCC  for  HMO  Reimbursement."  Boston,  MA:  Boston  University, 
February  1988. 

Summary.  The  DCG  model  is  an  alternative  to  the  existing  payment  system  for  reimbursing 
HMOs  based  on  Adjusted  Average  Per  Capita  Cost  (AAPCC).  Unlike  the  AAPCC,  which  uses  only 
demographic  and  geographic  information  to  set  HMO  premiums,  the  DCG  model  uses  diagnostic 
information  from  hospitalizations  in  the  previous  calendar  year  to  calculate  HMO  premiums.  This 
diagnostic  information  greatly  improves  the  predictive  power  of  the  payment  model  relative  to  the 
AAPCC.  The  refinement  of  the  DCG  model  described  in  this  report  incorporates  physician 
assessment  of  the  level  of  discretion  involved  in  the  hospital  stay  that  initiates  the  calendar  year  over 
which  costs  are  measured.  Discretion  is  an  important  factor  in  HMO  reimbursement  if  HMOs  are 
to  be  more  effective  than  the  fee-for-service  sector  at  avoiding  "discretionary"  hospitalizations. 

The  DCG  report  is  included  in  this  synthesis  because  it  classifies  diagnosis  codes  by  mean 
Medicare  reimbursement  based  on  calendar  1984-85  data,  allowing  high-cost  users  to  be  characterized 
by  primary  diagnosis  at  hospital  admission.  Of  285,963  Medicare  beneficiaries  with  hospital 
admissions  longer  than  two  days  in  1984, 62  percent  (or  177,526)  shared  the  51  most  common  primary 
diagnoses  at  admission.  Beneficiaries  with  these  51  diagnoses  were  ranked  by  mean  Medicare 
reimbursement  for  the  year  following  admission  (including  hospitalization  and  other  Medicare 
services).  Beneficiaries  diagnosed  with  conditions  related  to  genital  prolapse  (1,731  beneficiaries)  had 
the  lowest  mean  reimbursement--$l,850--while  those  with  cancer  of  the  trachea  and  lung  (1,487 
beneficiaries)  had  the  highest  mean  reimbursement-$  10,430.  Of  the  51  diagnoses,  the  five  most 
prevalent  were  heart  failure  (11,998  beneficiaries),  cardiac  dysrhythmia  (7,987  beneficiaries),  acute 
myocardial  infarction  (7,100  beneficiaries),  fracture  of  the  femur  (7,065  beneficiaries),  and  hyperplasia 
of  the  prostate  (7,053  beneficiaries).  The  mean  reimbursement  for  the  year  following  admission  for 
these  diagnoses  were  $7,648,  $5,062,  $4,934,  $3,760,  and  $3,056,  respectively. 

The  authors  formulated  DCG  categories  by  first  assigning  a  discretion  score  to  each  ICD9  code 
that  summarized  the  independent  rating  of  three  physicians  along  three  dimensions  of  discretion. 
Hospitalizations  of  two  days  or  less  and  hospitalizations  associated  with  the  highest  discretion  scores 
were  removed.  The  remaining  diagnoses  were  grouped  according  to  clinical  judgment  into  diagnostic 
subgroups,  and  the  subgroups  were  organized  into  eight  categories  according  to  increasing  levels  of 
average  1985  costs.  The  lowest  30  percent  became  DCG  0,  the  next  higher  groups  of  20  percent 
each  became  DCGs  1  and  2,  and  the  next  two  groups  (DCGs  3  and  4)  each  contained  10  percent  of 
the  hospitalizations.  Finally,  the  10  percent  of  episodes  with  the  highest  costs  were  divided  into  three 
groups  (DCGs  5  to  7),  containing  5  percent,  4  percent,  and  1  percent  of  the  episodes,  respectively. 

Typical  diagnoses  for  the  DCG  groups  were  as  follows: 


DCG  7 

Malignant  neoplasm  of  the  esophagus 

DCG  6 

Malignant  neoplasm  of  the  trachea  or  lung 

DCG  5 

Asthma 

DCG  4 

Malignant  neoplasm  of  the  prostate 

DCG  3 

Malignant  neoplasm  of  the  colon 

DCG  2 

Acute  myocardial  infarction 

DCG  1 

Intestinal  obstruction 

DCG  0 

Genital  prolapse 
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Hill  and  Brown  (1990)  recently  used  DCG  groupings  to  analyze  biased  selection  in  TEFRA 
HMOs.  They  noted  that  the  classification  of  Medicare  beneficiaries  into  DCGs  was  useful  for 
identifying  beneficiaries  most  likely  to  incur  high  expenditures  in  the  year  following  a  hospital  stay. 
A  major  advantage  of  the  DCG  classification  is  that  DCGs  are  less  likely  to  be  affected  by  regression 
to  the  mean  than  are  classifications  based  on  previous  reimbursement.  This  is  true  in  part  because 
DCGs  already  incorporate  any  regression  to  the  mean  that  may  occur  over  the  first  year  following 
a  hospitalization.  In  addition,  by  eliminating  hospitalizations  that  are  discretionary  or  of  short 
duration,  the  classification  scheme  eliminates  some  stays  that  may  be  expensive  but  are  less  likely  to 
reflect  the  ongoing  need  for  care. 
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Fethke,  Carol,  Ian  Smith,  and  Nancilee  Johnson.   "'Risk'  Factors  Affecting  Readmission  of  the 
Elderly  Into  the  Health  Care  System."  Medical  Care,  vol.  24,  no.  5,  May  1986,  pp.  429-437. 


Abstract  from  Journal 

One  hundred  and  one  patients,  70  years  and  older,  who  were  discharged  to  the  community 
from  an  acute-care  hospital  were  followed  for  1  year  to  isolate  risk  factors  affecting  the 
probability  of  readmission.  A  total  of  five  interviews  were  conducted  with  each  patient.  Post- 
discharge  outcome  at  any  point  in  time  was  defined  as  either  readmission  to  a  health  care 
institution  or  continuous  survival  in  the  community.  At  1  year,  47  individuals  had  experienced 
at  least  one  unplanned  readmission.  Logistic  regressions  were  used  to  study  risk  factors 
influencing  the  probability  of  readmission  at  6  weeks,  6  months,  and  1  year  after  release  from 
the  hospital.  In  the  short  run,  sex,  being  widowed,  a  weighted  severity-oj "-illness  factor 
(combining  numbers  of  diagnoses,  chronic  conditions,  and  medications),  and  life  satisfaction 
were  significant;  previous  hospitalization  and  admission  and  discharge  locations  were 
additional  variables  significant  in  the  long  run. 

Summary.  By  identifying  individuals  most  likely  to  face  early  readmission,  health-care 
professionals  can  provide  additional  discharge  planning  or  post-discharge  follow-up  care  for  this  high- 
risk  group.  In  order  to  identify  some  of  the  characteristics  of  this  high-risk  group,  120  patients  of  a 
1,100-bed  university  teaching  hospital  were  selected  in  1982  and  1983.  Subjects  were  limited  to 
patients  expected  to  be  discharged  to  the  community  and  who  resided  in  a  seven-county  area  near 
the  hospital.  Thus,  those  expected  to  be  discharged  permanently  to  nursing-homes  were  not  included, 
nor  were  those  who  had  cognitive  impairment  or  were  near  death.  The  descriptive  analysis  included 
101  patients,  and  the  regression  analysis  included  85  patients. 

At  six  months,  34  of  the  85  patients  had  at  least  one  unplanned  readmission;  at  one  year,  44  had 
been  readmitted.  Age  and  education  did  not  appear  to  be  significant  predictors  of  readmission  in  the 
logistic  regressions  used  for  the  risk  analysis.  However,  being  widowed  was  consistently  identified  as 
a  risk  factor,  whose  significance  increased  as  time  since  initial  hospital  discharge  increased.  While 
weighted  severity  was  a  significant  predictor  at  six  weeks,  it  was  no  longer  significant  at  one  year; 
previous  hospitalization  within  the  last  24  months  was  significant  at  one  year.  The  authors  concluded 
that  inpatient  acute  care  does  not  diminish  the  fact  that  more  diagnoses,  chronic  conditions,  and/or 
medications  (weighted  severity)  at  discharge  signal  a  complex  situation  representing  a  potential 
problem  for  older  patients.  In  addition,  life  satisfaction-which  is  not  routinely  measured  at 
discharge-was  found  to  be  a  significant  predictor,  suggesting  that  emotional  or  mental  outlook  may 
be  a  significant  factor  in  readmission. 
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Gooding,  Judith,  and  Alan  Jette.   "Hospital  Readmissions  Among  the  Elderly."  Journal  of  the 
American  Geriatrics  Society,  vol.  33,  no.  9,  September  1985,  pp.  595-601. 

Abstract  from  Journal 

This  paper  investigates  the  6-month  hospital  readmission  rates  among  444  patients  65  years 
of  age  or  older  admitted  to  a  large  metropolitan  teaching  hospital  who  had  a  primary  discharge 
diagnosis  of  cerebrovascular  disease,  hip  fracture,  or  congestive  heart  failure.  24%  were 
readmitted  to  the  same  institution  one  or  more  times  during  the  6-month  followup  period. 
Striking  variability  was  observed  in  the  use  of  hospitals  across  these  diagnostic  groups.  Patients 
with  a  primary  diagnosis  of  congestive  heart  failure  were  at  highest  risk  of  hospital  readmission 
(36%).  Multiple  readmissions  among  the  congestive  heart  failure  group  were  prevalent.  These 
preliminary  data  suggest  that  hospital  readmission  among  the  aged  is  a  complex  multi-faceted 
phenomena. 

Summary.  Increasing  variability  with  advancing  age  has  become  a  guiding  principle  in  geriatric 
medicine.  In  many  ways,  the  older  that  people  become,  the  less  like  each  other  they  become.  To 
provide  a  greater  understanding  of  variation  in  hospital  use  by  groups  of  elderly  with  repeated 
hospitalizations  within  short  periods,  the  authors  selected  a  1982  cohort  of  patients  admitted  to  a 
large  metropolitan  teaching  hospital  and  categorized  them  by  four  diagnostic  groups  according  to 
their  prevalence  among  hospitalized  elders  and  the  high  cost  of  hospital  services  used  in  their  care: 
cerebrovascular  disease  exclusive  of  stroke,  stroke,  hip  fracture,  and  congestive  heart  failure  (CHF). 
The  cohort  was  followed  for  six  months;  however,  readmissions  to  other  hospitals  and  deaths  were 
not  tracked. 

More  than  half  of  the  sample  had  three  or  more  secondary  diagnoses  (that  is,  were  not 
uncomplicated).  Among  the  CHF  patients,  more  than  three-quarters  had  three  or  more  secondary 
diagnoses.  Stroke  and  hip-fracture  patients  had  the  longest  initial  hospital  stays  and  were  more  likely 
to  be  discharged  to  an  SNF,  chronic  care  hospital,  or  rehabilitation  hospital. 

Overall,  the  readmission  rate  was  24  percent  (although-  understated  by  the  lack  of  follow-up, 
noted  in  the  Abstract).  Rates  varied  widely  by  diagnostic  category:  15  percent  for  cerebrovascular 
patients  exclusive  of  stroke,  23  percent  for  stroke  patients,  17  percent  for  hip-fracture  patients,  and 
36  percent  for  CHF  patients.  CHF  patients  displayed  both  the  highest  overall  readmission  rate  and 
the  highest  number  of  readmissions  per  readmitted  patient.  Sex,  age,  and  complexity  of  concomitant 
illness  did  not  appear  to  affect  readmission,  although  CHF  patients  with  short  stays  and  discharge  to 
home  were  at  particularly  high  risk  of  readmission. 

The  authors  noted  that  the  following  factors  influenced  readmission:  relentless  progression  of 
chronic  disease,  unpredictable  complications,  the  unavailability  of  effective  after-hospital  follow-up 
treatment,  and  the  inability  to  implement  outpatient  interventions.  They  concluded  that  CHF 
patients  are  prime  candidates  for  preventive  intervention,  since  successful  control  of  CHF  demands 
the  active  cooperation  and  involvement  of  the  patient  in  dietary  control  and  adherence  to  established 
medication  regimens. 
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See  Chapter  VI  for  annotation. 
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Schlenker,  Robert,  and  Robert  Berg.  "Future  Research  on  the  Relationship  between  Long-Term 
Care  Services  and  Reduced  Acute-Care  Expenditures."  Denver,  CO:  Center  for  Health  Services 
Research,  University  of  Colorado  Health  Sciences  Center,  October  1989. 

Summary.  The  Medicare  Catastrophic  Coverage  Act  of  1988  (P.L.  100-360,  Section  207(a)(4)) 
directs  the  Secretary  of  the  Department  of  Health  and  Human  Services  to  conduct  research  into  "the 
quality  of  long-term  care  services  (in  community-based  and  custodial  settings)  and  how  the  provision 
of  long-term  care  services  may  reduce  expenditures  for  acute  health  care  services."  The  major 
objective  of  this  research  is  to  provide  recommendations  on  future  research  on  the  two  major  topic 
areas  contained  in  Section  207(a)(4).  Module  1  of  this  research  addresses  the  "quality  of  long-term 
care  services  in  community-based  and  custodial  settings,"  and  Module  2  (the  module  addressed  in  this 
report)  deals  with  "how  the  provision  of  long-term  care  services  may  reduce  expenditures  for  acute 
health  care  services."  The  major  objective  of  this  module  is  to  develop  recommendations  to  HCFA 
for  future  research  to  demonstrate  the  relationship  between  long-term  care  services  and  a  reduction 
in  acute-care  expenditures.  Such  research  is  assumed  to  focus  on  the  Medicare  elderly  population 
and  its  use  of  acute  care. 

One  conclusion  of  the  Module  2  Advisory  Committee  was  that  much  of  the  previous  research 
on  the  effects  of  community-based  services  is  irrelevant  to  a  discussion  of  the  relationship  between 
these  services  and  acute  care  (since  a  reduction  in  acute -care  use  is  not  usually  a  primary  goal  of 
community-based  services).  Nevertheless,  the  authors  conclude  that  some  community-based  service 
models  (case  management  in  which  direct  services  are  provided  by  an  interdisciplinary  case 
management  team,  geriatric  assessment,  capitation  of  acute  and  long-term  care  services,  and  hospice), 
showed  promise  for  reducing  acute-care  use,  while  traditional  case  management  and  Medicare  and 
Medicaid  fee-for-service  waiver  programs  did  not  seem  to  reduce  acute-care  use. 

The  authors  conclude  that  the  most  appropriate  targets  of  services  are  patients  who  have 
experienced  recent  or  frequent  hospital  admissions.  Targeting  based  on  such  "dynamic"  patient 
characteristics  appears  to  encompass  patients  who  generate  the  highest  proportion  of  acute -care 
expenditures  and  who  may  have  the  greatest  potential  to  benefit  from  community-based  services. 
However,  related  to  the  issue  of  targeting  programs  to  reduce  hospital  use  is  the  appropriateness  of 
care.  Namely,  high  rates  of  readmission  after  hospital  discharge  may  suggest  that  patients  may  not 
be  matched  with  services  appropriate  to  their  health  status  and  recovery  needs.  Some  patients  may 
be  experiencing  premature  acute-care  discharges,  while  others  may  lack  appropriate  support  services 
outside  the  hospital.  Improving  discharge  planning  and  nursing-home  care  and  increasing  the 
availability  of  institution-based  chronic  care  are  critical  for  reducing  repeated  hospital  admissions. 
Similarly,  staff  enhancements  in  nursing-homes,  especially  direct  care  provided  by  nurse  practitioners, 
have  improved  health  status  and  the  overall  quality  of  nursing-home  care. 

Effective  targeting  for  nursing-home  or  hospital-admission  risk  has  been  an  elusive  goal. 
Determining  nursing-home  risk  has  been  compared  to  screening  for  a  low-prevalence  medical 
condition.  However,  hospital  risk  and  nursing-home  risk  seem  to  be  quite  different.  Targeting  for 
nursing-home  risk  tends  to  produce  groups  with  a  relatively  low  risk  of  hospitalization.  Previous 
hospitalization  (described  by  the  authors  as  a  "dynamic"  indicator  of  risk),  combined  with  the  physical 
disability  and  informal  support  indicators  used  to  target  nursing-home  risk,  seems  to  be  a  promising 
targeting  strategy  for  reducing  hospital  use.  In  addition,  using  terminal  status  as  a  targeting  indicator 
(due  to  the  high  acute-service  costs  associated  with  the  period  prior  to  death)  has  been  the  primary 
element  in  the  success  of  hospice  programs  at  reducing  costs. 
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Comment:  The  literature  reviewed  by  this  synthesis  disagrees  with  two  of  Schlenker  and  Berg's 
conclusions.  First,  although  the  home-  and  community-based  services  interventions  that  were  targeted 
at  nursing-home  risk  were  unsuccessful  at  reducing  hospital  and  nursing-home  use,  they  were 
successful  at  identifying  individuals  at  high  risk  of  hospitalization  (at  least  during  the  first  six  months 
after  receiving  the  intervention).  Second,  although  most  hospice  evaluations  show  some  reduction 
in  hospital  use,  hospice  program  evaluations  have  produced  ambiguous  results  about  the  reduction 
in  total  health  care  costs.  The  evaluation  of  the  Medicare  Hospice  Benefit  concluded  tenuously  that 
the  hospice  was  at  best  cost-neutral.  The  cost  of  hospice  relative  to  conventional  care  was  found  to 
depend  highly  on  the  length  of  time  that  a  beneficiary  was  receiving  the  benefit,  on  whether  the 
hospice  was  freestanding  or  facility-based,  and  on  secular  trends  in  the  use  of  Medicare-covered 
hospital  and  home  health  care. 
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Elderly  Medicare  and  Medicaid  Patients."  Princeton,  NJ:  Mathematica  Policy  Research,  August 
1991. 


Summary.  In  1988,  Americans  spent  $27.1  billion  on  prescription  drugs,  with  the  elderly 
consuming  a  disproportionate  share  of  these  medications.  It  is  estimated  that  individuals  age  65  and 
older  use  three  times  as  many  prescription  drugs  per  capita  compared  with  the  remaining  population 
(Kasper,  1982).  In  1987,  drug  expenditures  for  the  75  percent  of  Medicare  beneficiaries  who 
obtained  at  least  one  prescription  in  that  year  totalled  nearly  $7  billion  (National  Medical  Expenditure 
Survey,  1989).  Some  have  speculated  that  these  costs  would  rise  considerably  if  the  economic 
consequences  of  adverse  drug  reactions-many  of  which  could  be  prevented-were  also  taken  into 
account. 

In  a  recent  survey  of  a  random  sample  of  the  nation's  elderly,  one  in  five  reported  experiencing 
an  adverse  drug  reaction  at  some  time  in  their  life,  and  nearly  one  in  10  categorized  the  effect  as 
serious  or  very  serious  (Cutler,  Lowe,  Williams,  et  al.,  1990).  Further,  25  to  50  percent  of  the  elderly 
in  the  community  may  be  at  risk  of  an  adverse  drug  reaction  at  any  given  point  in  time,  due  to 
improper  drug  use,  drug  interaction,  or  the  redundant  use  of  drugs  in  the  same  pharmacological  class 
(see  Larrat,  Taubman,  and  Willey,  1990).  Among  individuals  with  chronic  illnesses,  the  risks  are  even 
higher:  25  percent  of  an  elderly  population  with  chronic  conditions  were  found  to  be  at  risk  of  drug 
interaction  among  their  currently  prescribed  medications.  Finally,  a  recent  analysis  of  Medicare 
hospital  bills  conducted  by  the  U.S.  Department  of  Health  and  Human  Services  (1989)  indicated  that 
in  1987  an  estimated  200,000  older  adults  were  hospitalized  due  to  adverse  drug  reactions  or 
experienced  an  adverse  drug  reaction  while  hospitalized. 

Reductions  in  adverse  drug  events  should  reduce  drug-associated  deaths,  hospitalizations,  and 
physician  visits,  and  the  associated  human  costs  and  financial  impacts.  An  estimated  10  percent  or 
more  of  hospital  admissions  among  the  elderly  are  due  to  drug-induced  illness  (Michhocki  and  Lamy, 
1988).  When  admissions  caused  by  an  exacerbation  of  a  condition  from  poor  compliance  are 
included,  the  percentage  of  admissions  due  to  a  drug-related  adverse  event  almost  doubles  (see 
Sullivan,  Kreling,  and  Hazlet,  1990). 

The  treatment  costs  for  all  patients  with  adverse  drug  events  and  the  associated  savings  from 
programs  to  reduce  adverse  drug  events  have  not  been  evaluated  reliably.  However,  portions  of  the 
total  cost  have  been  estimated  in  several  studies.  A  Pennsylvania  Blue  Shield  study  estimated  that 
the  total  annual  cost  of  drug-related  hospital  admissions  among  the  elderly  was  $4.5  billion  in  1983 
(Cutler,  Lowe,  Williams,  et  al,  1990). 

Three  types  of  strategies  are  suggested  to  reduce  adverse  drug  reactions:  (1)  improving 
knowledge  among  providers  about  the  effects  of  drugs,  (2)  enhancing  patient  monitoring,  and  (3) 
improving  knowledge  among  patients  and  their  informal  caregivers. 
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Summary.  The  purpose  of  this  report  was  to  present  data  on  adverse  events  after  surgery  to 
provide  a  tool  for  assessing  the  outcomes  of  hospital  care.  Eight  surgical  procedures  were  selected 
because  they  are  frequently  performed  on  elderly  individuals  in  an  acute  inpatient  setting  and  are 
believed  to  be  associated  with  a  substantial  number  of  adverse  outcomes.  These  procedures  were  hip 
replacement,  knee  replacement,  reduction  of  a  fracture  of  the  femur  (separately  for  pertrochanteric 
and  transcervical),  replacement  of  the  head  of  the  femur,  total  cholecystectomy,  partial  excision  of 
the  large  intestine  (separately  for  patients  with  and  without  cancer),  coronary  artery  bypass  graft 
(CABG),  and  percutaneous  transluminal  coronary  angioplasty  (PTCA). 

Three  panels  of  physicians  were  convened  to  identify  adverse  events  that  might  be  related  to 
surgery  either  within  the  initial  hospitalization  for  the  surgery  or  during  subsequent  rehospitalizations. 
The  panelists  identified  adverse  events  that  might  be  related  to  each  of  the  eight  surgical  procedures, 
and,  for  each  event,  defined  the  length  of  time  following  surgery  over  which  the  event  was  likely  to 
have  been  related  to  surgery.  The  following  measures  of  adverse  events  were  examined  and 
compared  for  each  surgical  procedure:  an  adverse  outcome  during  the  initial  hospitalization,  death 
of  the  patient  within  one  year  after  surgery,  an  adverse  outcome  or  surgery-related  infection  in  a 
subsequent  rehospitalization,  and  a  rehospitalization  for  any  reason  within  90  days  after  the  surgery. 
Data  for  the  report  came  from  the  annual  Medicare  Provider  Analysis  and  Review  (MEDPARS)  files 
for  1986,  1987,  and  1988. 

The  most  frequently  performed  of  the  eight  procedures  was  total  cholecystectomy  and  reduction 
of  a  fracture  of  the  femur,  with  rates  of  approximately  3.5  per  1,000  aged  Medicare  beneficiaries. 
Reduction  of  a  fracture  of  a  femur  (pertrochanteric)  and  replacement  of  the  head  of  the  femur  were 
most  likely  to  be  associated  with  an  adverse  outcome  within  the  hospital  stay  during  which  the  surgery 
was  performed.  Patients  undergoing  surgery  for  reduction  of  a  fracture  of  a  femur  (pertrochanteric), 
partial  excision  of  the  large  intestine  (for  cancer),  and  total  cholecystectomy  were  the  most  likely  to 
die  within  a  year  after  surgery.  By  contrast,  rehospitalization  involving  an  adverse  outcome  was  most 
likely  for  patients  who  had  CABG  or  PTCA,  while  rehospitalization  for  a  surgery-related  infection 
was  most  likely  for  patients  who  had  surgery  for  replacement  of  the  knee  or  head  of  the  femur. 

Comment.  Surgery  for  the  reduction  of  a  fracture  of  the  femur  was  markedly  more  likely  to  be 
performed  on  those  over  age  85  than  on  younger  beneficiaries,  which  may  help  explain  the  high  death 
rate  associated  with  that  type  of  surgery.  The  presence  of  cancer  is  likely  to  have  contributed  to  the 
death  rate  among  patients  undergoing  excision  of  the  large  intestine. 

The  dataset  used  for  this  analysis  could  not  shed  light  on  the  types  of  adverse  outcomes, 
rehospitalizations,  or  deaths  that  might  have  been  prevented,  or  how  they  might  have  been  prevented. 
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See  Chapter  VI  for  annotation. 
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Abstract  from  Journal 

Cost  characteristics  of  hospital  patients  were  analyzed  in  2,238  medical  records  randomly 
selected  from  42,880  discharges  in  6  contrasting  hospital  populations  in  1976.  Total  hospital 
billings  were  concentrated  on  a  few  patients.  On  average,  the  high-cost  13%  of  patients 
consumed  as  many  resources  as  the  low-cost  87%.  Repeated  hospitalizations  for  the  same 
disease  were  more  characteristic  of  the  expensive  patients  (that  is,  those  with  the  upper  20% 
of  charges)  than  were  single  cost-intensive  stays,  intensive  care,  or  prolonged  single 
hospitalizations.  Potentially  harmful  personal  habits  (e.g.,  drinking  and  smoking)  were 
indicated  in  the  records  of  high-cost  patients  substantially  more  often  than  in  those  of  low-cost 
patients.  Unexpected  complications  during  treatment  were  5  times  more  frequent  in  the  high- 
cost  group.  Public  policy  programs  for  health  insurance  or  cost  control  should  include 
provisions  based  on  the  special  characteristics  of  high-cost  patients. 

Summary.  Three  types  of  high-cost  utilization  were  identified:  prolonged  hospitalization,  defined 
as  a  stay  of  30  or  more  days;  single  cost-intensive  hospitalization,  defined  as  a  stay  including  at  least 
four  days  that  are  rated  4  or  5  on  the  day  rating  scale  (that  is,  highest-level  emergency  care,  tertiary 
care,  24-hour  ventilation,  an  operation  of  over  three  hours,  or  intensive  or  coronary  care);  and 
repeated  hospitalization  for  the  same  disease,  defined  as  more  than  one  admission  falling  in  the  same 
diagnostic  classification.  Among  the  high-cost  patients,  repeated  hospitalization  for  the  same  disease 
was  more  frequent  than  single  cost-intensive  hospitalization  or  very  prolonged  hospitalization.  When 
the  population  with  spinal-cord  injury  was  excluded,  one-third  of  high-cost  patients  had  at  least  five 
previous  hospitalizations  for  the  same  disease,  compared  with  one-tenth  of  low-cost  patients. 

Six  of  the  19  major  diagnostic  categories-alcoholism  and  its  effects,  benign  inflammatory  bowel 
disease,  cancer,  congenital  defects,  renal  failure,  and  chronic  degenerative  vascular  disease  of  the 
heart  and  peripheral  vessels-included  two-thirds  of  the  most  expensive  patients.  The  authors  suggest 
that  within  certain  diagnostic  categories  the  need  for  repeated  care  over  the  following  decade  could 
be  predicted  on  the  basis  of  age,  the  nature  of  first  admission,  sentinel  medical  events,  and  personal 
characteristics.  They  note  that  research  has  shown  that  major  cost  savings  in  long-term  illness  can 
be  achieved  if  ambulatory  care  were  used  more  extensively  (although  the  research  that  was  cited  was 
a  program  for  long-term  diabetics,  rather  than  one  of  the  six  diagnostic  categories  they  identified). 

Death  in  the  hospital  and  terminal  illness  (two  prognosis/outcome  categories)  occurred  in 
approximately  20  percent  of  high-cost  patients,  compared  with  less  than  five  percent  of  low-cost 
patients.  However,  by  far  the  most  frequent  prognosis/outcome  category  among  high-cost  patients 
was  incurable  or  degenerative  (and  thus  highly  recurrent)  illness  with  a  substantial  degree  of 
impairment. 
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Unexpected  complications  during  hospitalization  were  important  factors  in  high-cost  illness.  At 
least  one  unexpected  complication  during  treatment  occurred  during  33  to  44  percent  of  the  stays  for 
high-cost  patients-five  times  the  figure  for  low-cost  patients.  The  authors  concluded  that 
considerable  cost  savings  and  a  reduction  in  human  suffering  would  be  possible  if  the  frequency  of 
adverse  events  could  be  reduced,  even  by  a  small  percentage.  Rearrangement  of  utilization-allowing 
hospitals  to  specialize  in  certain  types  of  procedures  to  increase  expertise,  thereby  reducing 
unexpected  complications-is  suggested  as  a  possible  solution. 

Comment:  The  statistics  that  were  presented  were  usually  two-way  breakdowns  of  high-  versus 
low-cost  users  and  types  of  use,  diagnosis,  and  complications,  and  other  factors  controlling  for  the 
type  of  hospital  population  (since  hospitals  served  quite  diverse  populations-including  a  VA  spinal 
cord  injury  hospital  and  a  children's  hospital).  Therefore,  it  was  not  possible  to  determine  the  degree 
to  which  these  categories  overlapped  in-  contributing  to  high  costs. 
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"Consultative  Geriatric  Assessment  for  Ambulatory  Patients."  Journal  of  the  American  Medical 
Association,  vol.  263,  no.  4,  January  26,  1990,  pp.  538-544. 

Abstract  from  Journal 

Previous  studies  have  shown  that  comprehensive  geriatric  assessment  and  follow-up  can 
improve  the  health  of  hospitalized  elderly  patients.  To  evaluate  the  effectiveness  of  consultative 
geriatric  assessment  and  limited  follow-up  for  ambulatory  patients,  we  randomized  600  elderly 
patients  who  were  enrolled  in  an  HMO  into  3  groups:  (1)  consultation  by  a  geriatric 
assessment  team,  (2)  consultation  by  a  "second  opinion"  internist,  and  (3)  only  traditional 
HMO  services  (control  patients).  The  geriatric  assessment  team  identified  previously 
unrecognized  problems  in  35  percent  of  patients  and  advised  changes  in  medication  regimens 
for  more  than  40  percent.  Nevertheless,  patients  who  received  assessment  achieved  only  a 
small  benefit  in  cognitive  function  after  3  months,  which  was  not  sustained  for  1  year.  There 
was  no  difference  among  groups  in.  other  measures  of  health  status.  Consultative  geriatric 
assessment  with  limited  follow-up  did  not  benefit  most  older  ambulatory  patients  in  an  HMO; 
if  such  care  can  be  used  effectively  ' for  ambulatory  patients,  it  will  require  either  additional 
targeting  or  continuing  care  or  both. 

Program  Goals.  Geriatric  evaluation  was  implemented  in  order  to  reduce  mortality  and  the  use 
of  health  care  while  improving  patient  satisfaction  with  care  and  health  status  in  terms  of  social 
activity,  emotional  health,  cognitive  function,  physical  function,  and  overall  perceived  health. 

Intervention  Design.  The  intervention  included  a  comprehensive  evaluation  by  a  geriatrician, 
a  geriatric  nurse  practitioner,  and  a  geriatric  social  worker  with  telephone  follow-up  of  limited 
duration.  (Limited  follow-up,  as  compared  with  a  longer,  case  management  approach  to  follow-up, 
was  implemented  due  to  its  potential  appeal  for  use  in  HMOs.) 

Targeting  Criteria.  The  target  population  for  this  intervention  consisted  of  participants  in  a 
large  HMO  located  in  Providence,  Rhode  Island.  HMO  participants  eligible  for  the  intervention 
were  either  (1)  older  than  74  or  (2)  between  70  and  74,  and  were  rated  by  their  primary  physicians 
as  having  fair  or  worse  health  or  as  experiencing  a  very  likely  or  probable  deterioration. 

Study  Design  and  Data.  Eligible  patients  who  were  willing  to  participate  in  the  study  were 
assigned  randomly  to  ©ne  of  three  groups:  those  receiving  a  comprehensive  geriatric  assessment, 
those  receiving  a  consultation  with  an  internist  consisting  of  a  medical  history  and  physical 
examination,  and  those  receiving  routine  HMO  care  (the  control  group).  The  internist  consultation 
was  included  in  order  to  determine  whether  any  differential  benefits  achieved  by  geriatric  assessment 
were  related  to  the  unique  features  of  the  assessment  or  to  the  provision  of  extra  medical  attention 
per  se.  The  groups  contained  185,  210,  and  205  HMO  members,  respectively.  Data  sources  included 
in-person  interviews  with  patients  at  3  and  12  months  following  random  assignment  to  provide  patient 
satisfaction  and  health  outcome  information,  and  HMO  office  records  and  claims  to  provide  service 
use  information. 
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Intervention  Effect  on  Hospital  Use.  No  statistically  significant  differences  in  hospital  use  were 
detected  among  the  three  groups.  During  the  12  months  after  random  assignment,  approximately  20 
percent  of  each  group  had  at  least  one  hospital  admission.  Of  those  hospitalized,  however,  HMO 
members  who  received  geriatric  assessment  had  somewhat,  though  not  significantly,  lower  lengths  of 
stay:  7.8  days,  compared  with  9.3  days  for  those  receiving  internist  consultation  and  10.2  days  for  the 
control  group.  Hospital  costs  were  also  somewhat  (but  not  significantly)  lower  for  the  geriatric 
assessment  group. 

Authors'  Conclusions.  Altogether,  the  results  of  this  study  suggest  that  geriatric  assessment  with 
limited  follow-up  do  not  benefit  the  elderly  ambulatory  HMO  patients  participating  in  the  study, 
despite  the  fact  that  the  geriatric  assessment  team  was  more  likely  to  make  a  new  diagnosis,  perform 
a  detailed  psychosocial  assessment,  and  recommend  changes  in  medication  regimens  or  the  use  of 
community  services.  The  authors  offer  three  possible  explanations  for  the  lack  of  effect:  (1)  that 
geriatric  assessment  may  require  continuing,  rather  than  limited,  follow-up  to  ensure  that  assessment 
recommendations  are  implemented  and  that  ongoing  adjustment  of  care  plans  is  possible;  (2)  that  the 
study  population  was  relatively  healthy  to  begin  with  (consistent  with  the  findings  of  favorable 
selection  among  HMO  members  in  the  TEFRA  evaluation)  despite  the  fact  that  older  members  were 
targeted;  and  (3)  that  the  medical  care  received  by  members  in  the  control  group  was  of  very  high 
quality.  (The  authors  did  not  note  that  the  usual  HMO  incentives  to  reduce  hospital  use  among  the 
control  group  would  have  lowered  the  hospital  admission  rate  and  average  length  of  stay  for  control 
group  members  relative  to  those  for  a  typical  fee-for-service  population.) 

Based  on  this  and  earlier  studies,  the  authors  conclude  that  if  geriatric  assessment  is  to  be  used 
effectively  in  the  ambulatory  setting,  the  most  severely  ill  or  medically  unstable  patients  must  be 
targeted  effectively. 
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Summary.  Approximately  1.2  million  elderly  are  enrolled  in  HMOs  in  the  United  States.  The 
HMO  can  be  the  setting  for  new  approaches  for  delivering  health  services  to  the  elderly,  in  part 
because  the  capitation  method  of  payment  creates  a  global  budget  that  frees  the  plan  from  many  of 
the  payment  constraints  that  characterize  the  Medicare  fee-for-service  environment.  While  many 
HMOs  assume  that  the  service  delivery  structure  and  cost  management  tools  that  are  appropriate  for 
younger  populations  are  equally  applicable  to  the  elderly,  some  specific  initiatives  for  the  elderly  have 
been  introduced  by  some  HMOs.  The  efforts  of  several  HMOs  are  described  in  this  paper. 

The  authors  categorize  the  types  of  initiatives  adopted  by  their  principal  focus  as  follows: 

•  Organization  and  delivery,  including  modifications  to  the  physical  environment  of  the 
HMO  and  the  hiring  of  physicians  and  mid-level  professionals  with  geriatric  credentials 

•  Pharmacy  utilization  review,  including  the  review  and  coordination  of  prescribed  drugs, 
and  the  monitoring  of  patient  compliance  with  drug  regimens 

•  Prevention,  including  immunization  and  counseling  on  lifestyle  changes,  early  detection 
intervention,  and  counseling  for  the  management  of  ongoing  conditions 

•  Discharge  planning,  including  the  targeting  of  patients  readmitted  within  30  days  or 
patients  with  specific  diagnoses 

•  Geriatric  assessment  for  which  targeting  (specifically  on  functional  status)  is  thought  to 
be  particularly  important 

•  Post-acute  and  alternative  care,  including  arrangements  with  nursing  homes,  the  provision 
of  home  health  services,  home  visits  by  physicians,  and  hospice  care 

•  Services  to  long-term  care  patients,  including  the  coordination  of  community  services  and 
enhanced  nursing  home  staffing 

•  Mental  health  and  substance  abuse 

•  Social  and  volunteer  services,  including  peer  and  bereavement  counseling 

Some  of  these  interventions  (such  as  modifying  the  environment  of  the  HMO)  appear  to  be 
window  dressing,  designed  to  improve  the  appeal  of  the  HMO  to  the  elderly,  while  others  are  more 
substantive,  with  a  clear  goal  of  improving  health  and  functioning  and  reducing  acute-service  use 
(such  as  pharmacy  review,  discharge  planning,  geriatric  assessment,  and  the  use  of  post-acute  care). 
This  paper  did  not  formally  evaluate  any  of  the  interventions. 
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Abstract  from  Journal 

Over  three  years  285  randomly  selected  subjects  aged  75  years  or  more  and  living  in  a  suburb 
of  Copenhagen  were  visited  every  three  months  in  their  own  homes  (the  intervention  group) 
to  assess  whether  scheduled  medically  and  socially  preventive  intervention  would  influence  the 
number  of  admissions  to  hospitals  or  nursing  homes,  the  number  of  contacts  with  general 
practice,  or  mortality.  A  randomly  selected  group  of  287 people  of  the  same  age  and  sex  were 
visited  during  the  final  three  months  of  the  study  (the  control  group).  219  admissions  to 
hospitals  (4884  bed  days)  were  registered  for  the  intervention  group  compared  with  271 
admissions  (6442  days)  for  the  control  group.  Especially  during  the  second  half  of  the  study, 
a  significant  reduction  in  the  number  of  admissions  to  hospitals  was  seen  in  the  intervention 
group.  20  people  in  the  intervention  group  and  29  in  the  control  group  moved  into  nursing 
homes.  The  corresponding  numbers  of  deaths  were  56  and  75.  No  difference  was  seen  in  the 
number  of  contacts  with  general  practice.  Significantly  fewer  emergency  medical  calls,  however, 
were  registered  for  the  intervention  group. 

Subjects  in  the  intervention  group  benefitted  from  the  regular  visits  and  the  increased 
distribution  of  aids  and  modifications  to  their  homes  to  which  these  led.  The  regular  visits 
probably  also  produced  an  important  increase  in  confidence. 

Program  Goals:  The  primary  aim  of  Danish  medical  and  social  services  for  the  elderly,  which 
are  almost  totally  publicly  financed,  has  been  to  help  elderly  persons  to  stay  in  their  own  homes  as 
long  as  they  want  to  and  to  "add  life  to  their  years-not  only  years  to  their  life."  However,  these 
services  have  been  directed  traditionally  at  persons  with  manifest  social  and  medical  problems.  Since 
screening  studies  from  the  general  population  have  shown  unrecognized  and  unreported  morbidity 
among  the  elderly  and  because  the  elderly  are  often  admitted  to  acute  medical  wards  due  to  unmet 
social  needs,  the  goal  of  this  intervention  was  to  improve  life  quality  and  possibly  reduce  hospital 
admissions  in  a  general  elderly  population  through  a  "medically  and  socially  preventive  intervention." 

Intervention  Design.  The  intervention  consisted  of  a  quarterly  home  visit  during  which  the 
elderly  person  and  the  interviewer  (who  was  a  home  care  nurse)  discussed  the  circumstances  of  the 
elderly  person's  life.  When  on  the  basis  of  the  discussion  both  the  elderly  person  and  the  interviewer 
identified  an  unmet  medical  or  social  need,  the  interviewer  applied  for  and  coordinated  the 
community  services.  Between  the  visits,  the  elderly  participants  could  contact  the  interviewers  by 
telephone  to  arrange  extra  visits. 

Targeting  Criteria.  Six  hundred  residents  of  a  Copenhagen  suburb,  age  75  and  older  living  in 
their  own  homes,  were  selected  randomly  from  the  registers  maintained  by  municipal  social  welfare 
authorities.  As  noted  in  the  description  of  the  program  goals,  the  purpose  of  the  experiment  was  to 
target  a  group  with  particular  disabilities,  but  to  test  the  intervention  with  a  general  sample  of  elderly 
community  residents. 
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Study  Design  and  Data.  The  600  elderly  residents  were  randomly  and  evenly  divided  into 
treatment  and  control  groups.  The  final  treatment  group  size  was  285;  the  final  control  group  size 
was  287.  Treatment  group  members  were  visited  every  three  months  for  three  years;  control  group 
members  received  a  single  visit  (similar  to  those  received  by  the  treatment  group)  at  the  end  of  the 
three-year  period.  Baseline  data  collected  for  the  evaluation  included  age,  gender,  and  marital  status. 
Outcome  data  included  hospital  admissions  and  days,  referrals  and  admissions  to  nursing  homes,  home 
help,  and  home  nursing  care.  (These  data  came  from  the  records  of  the  local  community  office.) 

Intervention  Effect  on  Hospital  Use.  The  age,  gender,  and  marital  status  of  the  treatment  and 
control  group  were  similar  at  baseline.  Over  the  three  years  of  the  experiment,  the  control  group 
had  a  somewhat  higher  rate  of  hospital  admission-52  percent-compared  with  48  percent  among  the 
treatment  group.  The  treatment  group  had  a  total  of  4,884  hospital  days,  compared  with  6,442  days 
among  the  control  group.  The  mortality  rate  among  the  treatment  group  was  also  slightly  lower--3.6 
percent,  compared  with  4.2  percent. 

Authors'  Conclusions.  The  authors  conclude  that  the  exact  conditions  causing  the  reductions 
in  hospital  use  and  mortality  (and  other  outcomes)  were  impossible  to  specify,  although  they  stated 
that  several  factors  should  be  considered.  First,  regular  visits  by  the  same  person,  combined  with 
growing  confidence,  encouraged  the  elderly  sample  members  to  be  more  active.  Second,  increased 
home  help  service,  more  aids,  and  modifications  to  homes  may  have  intensified  this  tendency.  And, 
finally,  the  results  may  have  been  influenced  by  the  fact  that  one  person  coordinated  the  medical  and 
social  support. 
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Abstract  from  Journal 

A  geriatric  day  hospital  was  developed  in  a  community  hospital  to  meet  the  complex  medical 
and  social  needs  of  the  frail  elderly.  A  review  of  medical  records  and  interviews  with  referring 
physicians  revealed  that  the  day  hospital  provided  intensive  OP  care,  geriatric  assessment, 
rehabilitation,  and  an  alternative  to  hospitalization.  In  all,  21  percent  of  physician-referred 
patients  would  have  been  hospitalized  without  the  day  hospital,  7  percent  would  have  had 
longer  hospital  stays,  and  care  would  have  been  deferred  for  18  percent. 

Program  Goals.  The  goal  of  this  program  was  threefold:  to  assess  and  treat  common  and 
potentially  reversible  geriatric  health  problems,  such  as  confusion  and  urinary  incontinence;  to  provide 
a  variety  of  diagnostic,  rehabilitative,  and  treatment  services  in  one  location;  and  to  reduce 
inappropriate  admissions  to  hospitals  and  nursing  homes  among  patients  whose  problems  were  too 
complex  to  be  treated  in  traditional  outpatient  settings. 

Intervention  Design.  The  intervention  was  basically  an  outpatient  geriatric  assessment  unit  based 
in  an  acute  care  hospital.  The  unit,  which  is  housed  in  a  195-bed  community  hospital  in  Los  Angeles 
and  is  open  from  8:30  a.m.  to  5:00  p.m.,  includes  a  day  room,  a  physical  and  occupational  therapy  area, 
an  examination  room,  and  six  patient  rooms.  All  diagnostic  and  treatment  services  (except  radiology) 
are  centralized  on  the  unit.  Care  is  provided  by  an  interdisciplinary  team,  including  a  nurse,  a 
geriatric  nurse  practitioner,  a  geriatrician,  a  geropsychiatrist,  a  social  worker,  physical,  occupational 
and  speech  therapists,  and  a  nutritionist.  Nonemergency  transportation  is  provided  if  necessary.  The 
pattern  of  services  received  by  patients  in  the  program  were  associated  with  their  referral  sources. 
For  example,  physician-referred  patients  tended  to  require  diagnostic  procedures,  skilled  nursing  care, 
and  post-acute  monitoring  and  treatment.  Nursing  homes  most  often  referred  patients  for  acute 
evaluation  and  treatment  when  a  sudden  change  in  patient  condition  occurred.  The  majority  of 
family  and  social  service  referrals  received  comprehensive  geriatric  evaluation. 

Targeting  Criteria.  The  program  was  targeted  at  frail  elderly  individuals  (although  "frailty"  was 
not  defined  in  this  article).  Referral  sources  to  the  program  included  physicians  (43  percent),  self- 
referrals  (19  percent),  nursing  homes  (19  percent),  and  social  service  organizations  (15  percent). 

Study  Design  an<f  Data.  The  study  described  in  this  article  is  a  process  analysis  supplemented 
with  data  from  a  patient  satisfaction  survey  and  a  retrospective  assessment  by  referring  physicians 
about  where  they  might  have  referred  their  patients  in  the  absence  of  the  program.  Basic 
demographic  and  program  service-use  data  were  cited. 
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Intervention  Effect  on  Hospital  Use.  Of  the  96  patients  who  had  been  referred  by  physicians, 
the  referring  physicians  reported  that  21  percent  would  have  admitted  the  patients  to  the  hospital  in 
the  absence  of  the  program.  Seven  percent  used  the  unit  as  step-down  care  and  would  have 
remained  in  the  hospital  longer  in  the  absence  of  the  program.  Another  4  percent  would  have  been 
admitted  to  SNFs.  (Forty-four  percent  would  have  used  a  combination  of  clinics,  outpatient 
rehabilitation,  and  psychiatric  day  treatment.)  The  host  hospital  administration  had  the  impression 
that  the  program  reduced  the  number  of  inpatient  hospital  admissions  that  might  be  questioned  and 
denied  payment  by  Medicare. 

Authors'  Conclusions.  The  geriatric  day  hospital  makes  a  more  intensive  level  of  rehabilitation 
available  to  outpatients.  The  enhanced  availability  is  important  because  Medicare  covers  only 
inpatient  rehabilitation  services  for  beneficiaries  who  can  tolerate  at  least  three  hours  of  therapy  a 
day.  Thus,  the  day  hospital  is  an  alternative  to  the  somewhat  less  intense  outpatient  and  home  health 
therapy  services  that  such  beneficiaries  might  use. 
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Summary.  Various  types  of  geriatric  assessment  programs  have  become  an  increasingly 
important  component  of  the  geriatric  health  care  delivery  system  in  the  United  States.  The  body  of 
literature  on  geriatric  care  indicates  that  the  most  striking  problems  with  the  current  system  of  health 
care  for  the  elderly  are  inappropriate  institutionalization,  incomplete  medical  diagnosis,  a  lack  of 
coordination  among  community  support  services,  the  overprescription  of  medications,  and  the 
underutilization  of  rehabilitation.  Geriatric  assessment  programs  address  these  problems  by  providing 
interdisciplinary  assessment,  treatment  planning,  case  management,  and  often  rehabilitation  for  frail 
elderly  persons  and  are  especially  important  for  those  in  need  of  long-term  institutional  care.  A 
growing  body  of  literature,  summarized  in  this  chapter,  documents  many  proven  benefits  to  health 
care  outcomes.  Among  these  benefits  are  better  diagnostic  accuracy  and  treatment  planning,  more 
appropriate  placement  decisions  with  less  referral  to  nursing  homes,  improved  patient  functioning  and 
mental  status,  prolonged  patient  survival,  and  lower  overall  use  of  expensive  institutional  care 
services. 

The  use  of  hospital  services  that  involve  inpatient  units,  inpatient  consult  services,  and  outpatient 
assessment  services  has  been  examined  in  several  studies.  All  studies  that  included  long-term  follow- 
up  of  at  least  one  year  reported  a  reduction  in  the  use  of  acute  hospital  services  and  a  reduction  in 
the  total  costs  of  health  care  over  time.  When  only  the  initial  hospitalization  period  is  compared,  the 
results  are  mixed.  Whether  the  initial  length  of  stay  is  shortened  or  prolonged  is  a  function  of  the 
intensity  of  the  intervention  and  the  speed  and  thoroughness  of  the  hospital  services  used  by  control 
patients  (among  other  factors).  The  reduction  in  acute-hospital  use  and  total  health  care  costs  over 
time  from  assessment  services  reflects  primarily  a  reduction  in  rehospitalization  rates,  which  stems 
both  from  the  initial  assessment  itself  and  from  the  often-improved  quality  of  follow-up  services. 

Although  geriatric  assessment  programs  clearly  can  be  effective,  it  is  important  that  the 
subgroups  of  patients  who  can  be  expected  to  benefit  most  be  identified  in  order  to  use  scarce 
resources  most  effectively.  (Studies  reviewed  that  showed  "negative"  impacts  described  as  not 
targeting  very  well.)  In  general,  the  individuals  most  likely  to  benefit  from  assessment  are  those  on 
the  verge  of  needing  institutionalization  who  are  in  the  lower  socioeconomic  groups  and.  lack 
adequate  primary  medical  care  and  social  support  networks.  These  at-risk  elderly,  who  can  derive 
great  benefits  from  assessment  programs,  appear  to  constitute  between  5  and  10  percent  of 
hospitalized  elderly  and  perhaps  2  to  5  percent  of  the  nonhospitalized. 

Third-party  payors  have  no  mechanism  for  reimbursing  for  assessment.  Thus,  such  programs  are 
established  most  readily  in  large  prepaid  systems,  such  as  the  VA  and  larger  HMOs.  Medicare's 
prospective  DRG-based  reimbursement  imposes  pressures  to  discharge  patients  quickly  and  to 
concentrate  on  the  major  admission  diagnosis  and,  as  such,  is  not  compatible  with  prevention/early 
detection/care  coordination  goals  that  are  intrinsic  to  the  principles  of  geriatric  care. 
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Abstract  from  Journal 

We  randomly  assigned  frail  elderly  inpatients  with  a  high  probability  of  nursing-home 
placement  to  an  innovative  geriatric  evaluation  unit  intended  to  provide  improved  diagnostic 
assessment,  therapy,  rehabilitation,  and  placement.  Patients  randomly  assigned  to  the 
experimental  (n=63)  and  control  (n=60)  groups  were  equivalent  at  entry.  At  one  year, 
patients  who  had  been  assigned  to  the  geriatric  unit  had  much  lower  mortality  than  controls 
and  were  less  likely  to  have  initially  been  discharged  to  a  nursing  home  or  to  have  spent  any 
time  in  a  nursing  home  during  the  follow-up  period.  The  control-group  patients  had 
substantially  more  acute-care  hospital  days,  nursing  home  days,  and  acute-care  hospital 
readmissions.  Patients  in  the  geriatric  unit  were  significantly  more  likely  to  have  improvement 
in  functional  status  and  morale  than  controls.  Direct  costs  for  institutional  care  were  lower 
for  the  experimental  group,  especially  after  adjustment  for  survival.  We  conclude  that  geriatric 
evaluation  units  can  provide  substantial  benefits  at  minimal  cost  for  appropriate  groups  of 
elderly  patients,  over  and  above  the  benefits  of  traditional  hospital  approaches. 


Program  Goals.  The  goals  of  this  program  were  patterned  after  traditional  geriatric  evaluation 
goals:  increasing  the  patient's  level  of  functioning,  improving  diagnosis  and  treatment,  achieving  more 
appropriate  placement,  reducing  the  use  of  institutional  services,  and  generally  increasing  the  overall 
quality  of  care  delivered  to  elderly  patients.  A  specific  goal  of  this  GEU  program  was  community 
placement. 

Intervention  Design.  The  setting  for  this  geriatric  evaluation  unit  (GEU)  was  a  15-bed  inpatient 
unit  that  was  part  of  an  intermediate-care  area  in  a  veteran's  hospital  (Sepulveda  VA  Medical  Center, 
California).  Care  was  provided  by  an  interdisciplinary  team,  consisting  of  an  attending  faculty 
physician,  a  physician  fellow  in  geriatrics,  a  physician's  assistant,  a  social  worker,  and  a  group  of  nurses 
and  nurses'  assistants  skilled  in  working  with  the  elderly.  The  team  was  supplemented  with  a  part- 
time  clinical  psychologist,  a  dietitian,  occupational  and  physical  therapists,  a  geriatric  dentist,  an 
audiologist,  and  a  public  health  nurse.  Patients  were  assessed  by  the  team  within  a  week  after 
admission  to  the  unit;  the  following  week,  the  team  met  to  finalize  treatment  plans.  After  discharge 
from  the  unit,  patients  received  care  from  the  hospital's  geriatric  outpatient  clinic. 

Targeting  Criteria.  Acute-care  patients  at  the  veteran's  hospital  were  screened  for  participation 
in  the  experiment  from  mid-1980  to  the  end  of  1982.  Patients  must  have  received  acute  inpatient 
services  for  at  least  one  week,  be  65  or  older,  and  have  a  persistent  medical,  functional,  or 
psychosocial  problem  that  interfered  with  discharge  to  home.  Patients  with  the  following  conditions 
were  excluded:  those  with  severe  dementia  or  other  diseases  resistant  to  further  medical  management 
who  were  highly  functionally  impaired  and  had  no  community-based  social  support,  and  terminal 
phases  of  severe  medical  disorders,  as  well  as  those  on  the  verge  of  discharge  to  the  community  who 
were  functioning  well  and  did  not  need  support  services  or  extended  care. 
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Study  Design  and  Data.  Patients  were  assigned  randomly  either  to  the  treatment  group  (which 
included  the  GEU  with  follow-up  care  from  the  hospital's  geriatric  outpatient  clinic)  or  to  the  control 
group  (which  included  routine  acute  hospital  care,  including  discharge  planning  and  eligibility  to  use 
other  outpatient  services  provided  by  the  hospital).  Of  the  1,442  patients  screened  for  the 
experiment,  123  patients  enrolled  (63  assigned  to  the  treatment  group,  and  60  to  the  control  group). 
Patients  were  followed  for  two  years.  Baseline  data  collected  for  evaluation  included  demographics 
and  living  arrangement,  number  of  medical  problems,  type  of  medical  problems,  number  of 
prescription  medications,  and  functional  and  mental  status.  Outcome  data  included  location  at 
discharge,  mortality,  number  of  days  of  institutional  care  by  type,  and  functional  and  mental  status. 

Intervention  Effect  on  Hospital  Use.  Treatment  and  control  group  members  were  compared 
along  223  variables  to  determine  whether,  despite  random  assignment,  some  systematic  bias  might 
have  been  introduced  into  the  data.  No  evidence  of  such  bias  was  detected.  The  typical  patient  was 
a  78-year  old  white  male  who  was  married  and  living  at  home  before  admission.  (Less  than  5  percent 
of  the  sample  were  female.)  At  the  time  of  enrollment,  he  had  four  medical  conditions,  required 
substantial  skilled  nursing  care,  and  was  taking  four  prescribed  medications. 

During  the  first  year  of  follow-up,  there  was  a  large,  statistically  significant  difference  in 
mortality:  24  percent  among  the  treatment  group  versus  48  percent  among  the  control  group. 
(Treatment  patients  survived  an  average  of  86  percent  of  the  first  year,  compared  with  73  percent 
among  control  patients.)  This  difference  appeared  to  continue  into  the  second  year  of  follow-up. 
The  authors  had  not  found  a  simple  explanation  for  this  dramatic  difference,  since  the  cause  of  death 
or  the  influence  of  nursing-home  placement  did  not  differ  between  the  two  groups.  The  authors 
noted  that,  in  addition  to  the  GEU  intervention  itself,  improved  patient  functional  status  and  morale, 
as  well  as  the  positive  attitude  taken  by  GEU  staff,  are  likely  to  have  influenced  mortality. 

Treatment  group  patients  had  more  hospital  days  immediately  following  random  assignment,  due 
to  their  relatively  longer  stays  on  the  GEU.  However,  after  the  initial  hospital  discharge,  fewer 
treatment  patients  (35  percent)  than  control  patients  (50  percent)  were  rehospitalized,  and  treatment 
patients  spent  fewer  days  on  average  when  rehospitalized  (17  days  versus  23  days)  during  the  first 
year.  The  average  direct  cost  of  institutional  care  over  the  first  year  was  substantially  lower  among 
the  treatment  patients  ($22,600  versus  $27,800)  when  adjusted  for  the  difference  in  mortality  rates. 
(Costs  were  somewhat  lower  even  without  adjustment  for  mortality.) 

Authors'  Conclusions.  Patients  cared  for  in  the  GEU  with  follow-up  in  the  geriatric  clinic  had 
longer  survival,  required  less  acute-care  and  long-term  institutional  services,  and  incurred  lower  costs 
after  one  incurred  year  than  similar  patients  receiving  the  usual  hospital  inpatient  and  outpatient 
services.  These  findings  were  not  affected  by  the  longer  survival  among  the  treatment  group  with  its 
increased  number  of  days  at  risk.  The  authors  attributed  the  success  of  the  GEU  program  to  several 
factors:  careful  selection  of  patients,  increased  attention  to  specific  geriatric  problems  (for  example, 
functional  and  psychosocial  impairment  and  polypharmacy)  that  are  often  neglected  in  an  acute-care 
medical  ward,  and  active  planning  with  patient  and  family  to  facilitate  a  return  to  the  community. 
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Abstract  from  Journal 

A  randomized  controlled  trial  of  geriatric  screening  and  surveillance  was  undertaken  on  a 
practice  population  of  295  patients  aged  70  years  or  more  over  a  two-year  period.  In  the 
screened  group  (145  patients)  many  social  problems  were  found  and  a  total  of  380  medical 
conditions  were  reported  during  the  study  period,  44  (38  percent)  of  which  were  previously 
undetected.  Conditions  found  most  frequently  involved  the  circulatory,  musculoskeletal  and 
nervous  systems;  67  percent  of  the  conditions  found  were  manageable,  half  being  improved  and 
the  remainder  resolved  completely. 

The  screening  program  was  found  to  increase  the  use  of  social  and  health  services  but  it  had 
also  decreased  the  expected  duration  of  stay  in  hospital.  Independent  assessment  of  patients 
in  the  study  and  control  groups  at  the  end  of  the  two-year  period  showed  that  the  screening 
program  had  made  no  significant  impact  on  the  prevalence  of  socio-economic,  functional,  and 
medical  disorders  affecting  health.  We  formed  the  firm  impression  that  the  study  patients  were 
made  more  comfortable  (by  control  of  pain)  and  less  disabled,  although  there  was  no 
unequivocal  objective  evidence  of  this.  They  were,  however,  kept  independent  for  longer. 

Program  Goals.  Based  on  traditional  geriatric  evaluation  principles,  this  program  sought  to 
identify  a  group  of  elderly  individuals  with  previously  unrecognized  problems  affecting  health  that 
might  be  improved  with  additional  services  and  care  management. 

Intervention  Design.  This  was  a  community-based  screening  program  located  in  Oxford,  England 
(presumably  in  the  mid-1970s-no  explicit  mention  was  made  of  the  year  in  which  the  study  was 
conducted).  Patients  in  the  program  were  first  sent  a  letter  detailing  the  project  and  seeking  their 
cooperation,  and  advising  them  that  a  nurse  would  visit  in  two  weeks  to  discuss  the  program.  (At  this 
point,  patients  could  have  refused  to  participate.)  During  the  visits,  the  nurse  questioned  the  patient 
about  socioeconomic  and  functional  problems.  Two  weeks  later,  the  patient  was  sent  a  second  letter 
with  a  medical  questionnaire  and  the  offer  of  a  physical  examination,  either  in  the  patient's  home  or 
a  clinic.  If  the  examination  uncovered  further  problems,  tests  were  carried  out  to  investigate  them. 
Thereafter,  patients  were  monitored  in  a  geriatric  clinic  for  a  period  of  two  years. 

Targeting  Criteria.  Program  participants  were  drawn  from  a  list  of  all  (360)  patients  age  70  and 
older  on  the  practice  register  of  the  Oxford  Community  Health  Project,  a  computerized  information 
service  designed  to  facilitate  developing  primary  medical  care.  Those  not  living  in  the  community 
were  excluded.  The  purpose  of  the  experiment  was  not  to  target  a  group  with  particular  disabilities, 
but  to  test  the  intervention  on  a  general  sample  of  elderly  community  residents. 
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Study  Design  and  Data.  The  study  population  of  295  patients  was  assigned  randomly  to  a 
treatment  group  (145  patients)  who  then  received  intensive  screening,  and  to  a  control  group  (150 
patients)  who  continued  with  conventional  care  on  demand  by  the  patient.  (Note  that  the  United 
Kingdom  has  a  national  health  service  in  which  care  is  provided  at  no  cost  to  the  patient.)  Baseline 
data  collected  for  the  study  included  age,  gender,  suitability  of  accommodation,  amount  of  social 
contact,  loneliness,  financial  status,  and  functional  disability  level.  Outcome  data  included  the  number 
of  problems  identified  by  the  program  and  the  result  of  their  management,  the  use  of  health  and 
social  services  including  hospital  admissions,  socioeconomic  problems,  and  functional  disability  level. 

Intervention  Effect  on  Hospital  Use.  Despite  random  assignment,  the  treatment  group  was 
younger,  contained  a  smaller  proportion  of  women,  and  contained  fewer  members  who  depended  on 
others  than  did  the  control  group.  (The  authors  felt  that  these  differences  did  not  affect  their  basic 
conclusions.)  Nevertheless,  the  hospital  admission  rate  among  the  treatment  group  was  higher  during 
the  two  years  of  the  study:  23  percent,  compared  with  17  percent  among  the  control  group. 
However,  because  the  treatment  group  had  shorter  stays,  they  accounted  for  418  days  in  the  hospital, 
compared  with  611  days  among  the  control  group. 

Authors'  Conclusions.  The  use  of  health  and  social  services  was  appreciably  greater  among 
treatment  group  members,  since  previously  unrecognized  problems,  often  needing  management,  were 
identified.  The  rates  of  referral  for  both  inpatient  and  outpatient  care  were  higher  among  the 
treatment  group.  Thus,  the  intervention  did  not  reduce  service  use.  However,  hospital  length  of  stay 
was  shorter  among  the  treatment  group,  although  the  reasons  for  hospitalization  were  roughly 
equivalent  for  the  two  groups.  Authors  noted  that  it  would  be  difficult  to  generalize  the  study 
findings,  even  within  the  United  Kingdom,  since  the  area  served  by  the  program  had  just  over  half 
the  expected  number  of  individuals  age  70  and  older,  and  the  facilities  available  to  both  the  treatment 
and  control  groups  were  exceptionally  well  equipped  and  modern,  with  generous  nursing  and 
administrative  support. 
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Capitman,  John,  Jeffrey  Prottas,  Margaret  MacAdam,  Walter  Leutz,  Don  Westwater,  and  Donna 
Yee.  "A  Descriptive  Framework  for  New  Hospital  Roles  in  Geriatric  Care."  Health  Care 
Financing  Review,  1988  Annual  Supplement,  pp.  17-25. 


Abstract  from  Journal 

Changes  in  demographics  and  in  the  operating  environments  of  acute  care  hospitals  have 
resulted  in  the  development  of  new  geriatric  service  products.  Presented  in  this  article,  which 
is  based  on  a  process  analysis  of  the  Robert  Wood  Johnson  Hospital  Initiatives  in  Long-Term 
Care  project,  is  a  framework  for  describing  the  variety  of  new  services  in  terms  of  sponsor  goals 
and  core  activities.  Five  broad  types  of  geriatric  service  developments  are  described:  geriatric 
medical  care,  post-acute  care,  transition  management,  chronic  care,  and  information  services. 
Assessing  the  implications  of  new  services  for  the  organizational  functioning  of  hospitals  is 
discussed,  followed  by  an  examination  of  the  potential  contributions  of  new  geriatric  services 
to  the  quality  and  accessibility  of  geriatric  care. 


Summary.  Hospitals  have  had  three  primary  reasons  for  expanding  into  post-acute  and  long- 
term  care  services:  increased  market  share,  better  use  of  resources,  and  the  development  of  new 
product  lines.  Hospitals  have  endeavored  to  increase  market  share  due  to  both  current  and  expected 
increases  in  the  proportion  of  elderly  in  the  population  and  changes  in  the  patterns  of  morbidity,  and 
increased  competitiveness  among  hospitals.  Hospitals  have  also  become  increasingly  concerned  with 
how  efficiently  they  use  available  resources.  For  example,  some  hospitals  note  that  certain  types  of 
patients,  particularly  those  requiring  complex  patterns  of  post-acute  services,  were  likely  to  generate 
losses  under  prospective  reimbursement.  Finally,  hospital  missions  often  include  responding  to  unmet 
needs  in  their  communities  through  new  service  offerings,  while  benefiting  the  overall  position  of  the 
hospital. 

The  authors  describe  hospital  initiatives  as  adopting  one  of  five  service  approaches: 

•  Specialty  geriatric  medicine  that  may  be  (1)  inpatient  geriatric  evaluation  units  similar  to 
those  for  the  Veterans'  Administration  and  described  in  Rubenstein  et  al.  (1984);  (2) 
inpatient  geriatric  consultation  teams  which  make  recommendations  for  altering 
treatment  regimens  or  postacute  care;  or  (3)  geriatric  outpatient  programs  that 
coordinate  medical  and  related  services  on  an  ongoing  basis. 

•  Post-acute  medical  care  services  that  offer  extended  medical,  nursing,  or  rehabilitative 
services  to  individuals  who  no  longer  require  the  intensity  of  care  provided  in  an  acute 
care  unit.  This  approach  includes  the  development  (or  purchase)  of  skilled  nursing 
facilities  (SNFs),  hospital-based  swing  beds,  transitional  care  units  (sometimes  referred 
to  as  "stepdown"  or  "super-SNF  units),  and  home  health  agencies.  (The  authors  note 
that  hospital-based  home  health  care  adopting  the  post-acute  service  approach  has 
focused  more  attention  on  patients  who  require  technologically  complex  home  care, 
rather  than  the  chronic  care  traditionally  provided  by  community-based  home  health 
agencies.) 
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(continued) 

•  Transition  management  is  enhanced  discharge  planning  designed  to  increase  the  efficiency 
and  responsiveness  of  hospital  services  that  help  patients  manage  the  transition  from 
acute  to  post-acute  or  long-term  care.  Components  of  transition  management  include 
comprehensive  assessment  of  functioning  and  social  supports;  identification  of  patients 
who  require  post-acute  or  long-term  care  as  early  as  possible  in  an  acute  care  stay;  the 
development  of  post-acute  plans;  and  the  monitoring  of  care  until  the  patient  is  either 
stable  or  placed  with  a  community-care  management  agency. 

•  Chronic  care  services  include  intermediate  care,  personal  care,  and  supportive  residential 
facilities,  as  well  as  adult  day  care,  homemaker,  and  community  case  management 
programs.  These  services  differ  from  post-acute  care  in  that  their  length  of  stay  is  open- 
ended,  and  they  are  targeted  primarily  at  patients  whose  service  needs  outlast  traditional 
post-acute  third-party  payer  benefits. 

•  Geriatric  information  programs  include  public  lecture  series  on  aging  health  issues,  and 
training  and  counseling  programs  for  patients  and  caregivers. 

The  authors  conclude  that  geriatric  medical  enhancements,  post-acute  services,  and  transition 
management  approaches  seem  to  hold  the  greatest  promise  for  generating  positive  impacts  on  the 
quality  and  accessibility  of  care.  In  each  of  these  approaches,  access  and  quality  improvements 
depend  on  improving  information  exchange  and  removing  barriers  to  collaboration  between  hospital 
and  nonhospital  care  providers.  On  the  other  hand,  acute-care  providers  have  yet  to  demonstrate 
that  they  are  uniquely  positioned  to  offer  chronic -care  services.  Hospitals  may  find  it  difficult  to 
compete  with  existing  community-based  chronic-care  providers  on  either  price  or  quality;  more 
intensive  staffing  and  more  highly  trained  professionals  add  to  the  cost,  but  they  may  not  improve  the 
responsiveness  or  appropriateness  of  care. 
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Edelstein,  Hulda,  and  Abigail  Lang.  "Posthospital  Care  for  Older  People:  A  Collaborative  Solution." 
The  Gerontologist,  vol.  31,  no.  2,  April  1991,  pp.  267-270. 

Abstract  from  Journal 

This  collaborative  model  of  "short-term  long-term  care"  for  older  persons  returning  home  after 
a  hospital  stay  involved  three  hospitals,  a  senior  center,  and  an  Area  Agency  on  Aging.  The 
program  provided  short-term  (up  to  6  weeks)  case  management  and  nonmedical,  supportive 
services  to  elderly  individuals,  in  their  own  homes,  immediately  following  discharge  from  acute- 
care  hospitals.  Client  satisfaction  was  high,  costs  were  moderate,  and  only  one-third  of  the 
clients  required  formal  services  after  6  weeks.  The  program  was  discontinued  due  to  lack  of 
funding. 

Background.  Researchers  have  estimated  that  three  percent  of  Medicare  patients  following  a 
hospital  stay  receive  care  in  a  skilled  nursing  facility,  and  15  percent  receive  home  health  care.  In 
most  cases,  the  need  for  help  persists  only  during  a  short  recuperative  phase,  possible  6  to  12  weeks. 
In  a  sample  of  1,000  older  persons  with  serious  functional  deficiencies  who  left  New  York  City 
hospitals,  one  researcher  found  that  63  percent  went  home  with  no  supportive  services  in  place. 
Another  researcher  found  that  fewer  than  one-third  of  patients  assessed  as  needing  help  with 
personal  care  at  the  time  of  discharge  were  referred  for  services. 

Program  Goals.  The  goal  of  the  Philadelphia  Post  Hospital  Community  Care  Project  was  to 
provide  transitional  case  management  to  acute-care-hospital  patients  in  order  to  help  them  attain  or 
maintain  independence,  prevent  rehospitalization,  improve  functioning  and  quality  of  life,  and  prevent 
institutionalization. 

Intervention  Design.  The  Post  Hospital  Project  provided  short-term  (up  to  six  weeks  of)  case 
management  and  nonmedical  support  services  to  elderly  individuals  in  their  own  homes,  immediately 
following  discharge  from  one  of  three  participating  hospitals.  Case  managers  (with  caseloads  of  about 
20  clients)  visited  clients  a  minimum  of  four  times  over  six  weeks.  During  the  first  visit  in  the 
hospital,  case  managers  gathered  assessment  information  and  talked  with  informal  caregivers.  Case 
managers  also  visited  clients  at  home  on  the  day  of  discharge  to  complete  a  comprehensive  needs 
assessment  and  subsequently  carried  out  a  wide  range  of  tasks  to  foster  recuperation  (for  example, 
ordering  groceries,  cooking  meals,  and  purchasing  medications),  in  addition  to  carrying  out  traditional 
case  management  activities  (assessment,  care  planning,  service  arrangement,  coordination  and 
monitoring,  and  supportive  counseling).  The  third  home  visit  was  usually  made  during  the  fifth  week 
of  service  to  assess  the  need  for  assistance  when  project  services  ended. 

Targeting  Criteria.  Eligibility  criteria  stipulated  that  clients  were  to  be  65  years  of  age  or  older, 
be  discharged  from  the  hospital  to  a  home  in  the  area  served  by  the  project,  and  require  immediate 
assistance  with  personal  care  or  home  support  activities.  In  addition,  although  not  one  of  the 
project's  eligibility  criteria,  hospitals  tended  to  refer  patients  without  informal  caregivers. 
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Study  Design  and  Data.  Over  two  years,  participating  hospitals  referred  almost  500  persons, 
two-thirds  of  whom  received  assessments  at  home  on  the  day  of  discharge  from  the  hospital. 
(Reasons  for  not  becoming  active  clients  included  a  lack  of  interest  in  the  project  and  ineligibility  for 
the  project.)  The  315  assessments  were  completed  on  265  unduplicated  persons,  since  43  persons 
went  through  the  project  twice.  No  comparison  group  was  used;  the  study  was  designed  to  describe 
the  project  and  some  of  its  outcomes.  Data  used  in  this  description  were  largely  operational  and 
included  demographics,  living  arrangement,  income,  length  of  initial  hospital  stay  and  primary 
diagnosis,  functional  and  health  status  at  discharge  from  the  hospital,  rehospitalization  and  mortality 
rates  at  six  weeks,  and  project  costs. 

Intervention  Effect  on  Hospital  Use.  Because  the  study  design  did  not  include  a  comparison 
group,  it  was  not  possible  to  estimate  the  effect  of  the  project  on  rehospitalization.  However,  the 
authors  noted  that,  by  six  weeks  postdischarge,  16  percent  of  project  clients  had  been  readmitted  to 
the  hospital,  and  seven  percent  had  died. 

Authors'  Conclusions.  Project  services  allowed  hospital  social  workers  and  discharge  planners 
to  develop  safe  and  achievable  discharge  plans  and  to  adjust  them  once  the  patient  was  functioning 
at  home.  In  some  cases,  project  services  allowed  patients  to  be  discharged  earlier  than  might 
otherwise  have  been  possible.  The  cost  of  providing  services  through  the  project  (which  included 
client  co-payments  on  a  sliding  scale)  was  modest  given  the  high  cost  of  institutional  care  and  skilled 
services,  but  it  was  not  possible  to  assert  that  project  services  substituted  for  higher-cost  services  and 
thus  generated  savings.  Incidentally,  the  authors  noted  that,  although  case  managers  were  initially 
reluctant  to  collect  fees  from  clients,  they  reported  two  unanticipated,  positive  effects  of  client  fees: 
clients  had  a  greater  sense  of  ownership  about  services  and  were  more  likely  to  complain  when 
services  were  unacceptable;  and  case  managers  themselves  felt  more  motivated  to  give  the  highest 
level  of  service  because  they  knew  that  money  was  coming  out  of  the  clients'  pockets  (that  is,  cost- 
sharing  led  to  the  view  that  clients  were  "customers"). 
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MacAdam  Margaret,  John  Capitman,  Donna  Yee,  Jeffrey  Prottas,  Walter  Leutz,  and  Don  Westwater. 
"Case  Management  for  Frail  Elders:  The  Robert  Wood  Johnson  Foundation's  Program  for 
Hospital  Initiatives  in  Long-Term  Care."  The  Gerontologist,  vol.  29,  no.  6,  December  1989,  pp. 
737-744. 


Abstract  from  Journal 

This  evaluation  of  24  hospital-based  case  management  services  found  that  case  management 
could  take  a  variety  of  forms,  ranging  from  post-acute  medical  management  service  to  planning 
community-based  care  for  potential  long-term  care  users.  Future  research  should  concentrate 
on  documenting  the  costs  and  outcomes  of  various  models  of  case  management  in  acute  care 
settings. 

Summary.  The  elderly,  who  comprise  an  increasing  proportion  of  hospital  users,  especially  those 
with  chronic  conditions  and  different  inpatient  care  needs  than  other  adults,  may  require  assistance 
after  a  hospital  discharge  in  making  the  transition  to  community-based  medical  and  health  services. 
It  has  been  argued  that  hospitals  are  uniquely  situated  to  coordinate  acute  medical  care  with 
community  geriatric  care  because  elders  use  hospitals  more  often  than  any  other  age  group  and 
because  hospital  care  is  available  24  hours  a  day,  seven  days  a  week.  For  many  hospitals,  however, 
long-term  care  programs  have  been  constrained  by  the  absence  of  third-party  sources  of 
reimbursement  for  certain  services,  a  lack  of  consensus  on  the  need  for  special  care  for  geriatric 
patients,  and  a  reluctance  to  expand  beyond  acute-care  services.  At  the  same  time,  policymakers  are 
concerned  that  hospitals  will  "over-medicalize"  long-term  care. 

In  1983  the  Robert  Wood  Johnson  Foundation  awarded  planning  and  demonstration  grants  to 
25  hospitals  in  its  Program  for  Hospital  Initiatives  in  Long-Term  Care.  Case  management  was  the 
only  service  required  of  all  grantees.  The  services,  case  mix,  and  organizational  features  of  the 
project  yielded  four  descriptive  models: 

•  Medical  management  provided  assessment  and  ongoing  medical  care  service  planning  and 
coordination  to  chronically  ill  clients.  Program  goals  were  oriented  more  toward 
reducing  the  exacerbation  of  chronic  illness  and  associated  medical  service  use  than 
toward  extending  the  period  of  community  residence. 

•  Aftercare  case  management  enhanced  and  extended  discharge  planning  for  acute  care 
patients  and  included  short-term  care  planning  and  preliminary  service  arrangement 
following  a  comprehensive  assessment. 

•  Nursing  home  diversion  combined  foundation  funds  with  contracts  from  state  Medicaid 
2176  home-  and  community-based  waiver  programs.  Expanded  case-managed  community 
care  was  offered  to  Medicaid  beneficiaries  eligible  for  waiver  programs  after  a 
comprehensive  assessment;  case  management  controlled  payment  authorization  for 
community  services. 

•  Community  care  coordination  provided  case  management  similar  to  nursing-home  diversion 
in  that  it  provided  ongoing  planning  and  monitoring  of  community-oriented,  long-term 
care  services.  However,  case  managers  did  not  have  financial  control  over  service 
provision. 
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The  form  of  case  management  in  a  hospital  depends  on  many  local  variables,  such  as  the 
organizational  goals  of  the  hospital,  community  delivery  systems,  hospital  competition,  the  availability 
of  financing,  and  local  consumer  demand.  The  hospital-based  case  management  projects  encountered 
many  of  the  same  difficulties  as  the  early  community  care  projects:  many  used  vaguely  defined 
targeting  criteria,  were  often  poorly  linked  to  medical  care,  and  were  unable  to  document  changes 
in  outcomes  from  the  case  management  provision. 
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Patients."  Social  Work  Research  and  Abstracts,  vol.  27,  no.  1,  March  1991,  pp.  6-13. 


Abstract  from  Journal 

Outcomes  of  discharge  planning  for  elderly  Medicare  patients  were  conceptualized  and 
measured  in  terms  of  the  medical  and  psychosocial  adequacy  of  discharge  plans.  Patient, 
family,  planning  process,  and  discharge  destination  variables  were  important  in  understanding 
the  adequacy  of  discharge  plans  and  identifying  patient  groups  at  risk  for  less-than-adequate 
posthospital  care. 

Summary.  This  study  examined  the  adequacy  of  traditional  discharge  plans  and  factors 
associated  with  levels  of  adequacy.  The  discharge  plan  was  conceptualized  as  the  total  set  of  medical 
and  social  services  provided  to  patients  by  informal  and  formal  sources,  as  well  as  the  provision  of 
equipment.  Adequacy  was  conceptualized  as  the  ability  of  the  plan  to  meet  patient  needs  after 
discharge.  Two  distinct  but  related  .dimensions  of  discharge  plans-medical  and  psychosocial 
adequacy-were  evaluated.  The  study-  sample  consisted  of  395  elderly  patients  with  Medicare 
coverage  hospitalized  at  a  large  urban  hospital  with  diagnoses  of  cerebrovascular  accident  (CVA), 
congestive  heart  failure  (CHF),  and  hip  fracture.  The  study  design  was  a  process  analysis. 
Assessments  of  the  adequacy  of  the  care  plan  were  carried  out  by  social  workers,  which  the  authors 
point  out  may  have  brought  a  singular  perspective  to  the  assessment  that  would  have  been  broadened 
by  including  nurses  or  other  medical  professionals  in  the  assessment. 

The  findings  indicated  that  plans  made  in  the  hospital  for  patient  posthospital  care  were 
generally  adequate.  Over  70  percent  of  the  plans  were  rated  as  more  than  or  much  more  than 
adequate  for  meeting  medical  and  psychosocial  needs.  However,  the  plans  of  over  25  percent  of  the 
patients  who  were  discharged  were  viewed  as  just  barely  adequate  or  worse,  a  finding  which  suggests 
that  a  sizable  group  of  elderly  patients  are  at  medical  and  psychosocial  risk  after  discharge.  The 
findings  reveal  that  all  four  sets  of  predictor  variables-patient,  family,  planning  process,  and  discharge 
destination-were  important  toward  understanding  the  adequacy  of  discharge  plans  and  identifying 
patient  groups  at  risk  of  less-than  adequate  posthospital  care. 

•  Older  adults  with  CHF  had  less  medically  adequate  discharge  plans  than  did  patients  with 
other  diagnoses.  Care  plans  for  such  patients  were  crucial  for  monitoring  and  providing 
medication  and  nutritional  regimes. 

•  Patients  discharged  home  with  hip  fractures  experienced  more  social  and  emotional  risk. 
Frequently,  such  patients  were  previously  independent  and  mobile  but  had  become 
homebound  and  thus  vulnerable  to  social  isolation  and  frustration. 

•  Patients  with  more  cognitive  impairment  had  less  adequate  medical  plans,  regardless  of 
destination.  Such  patients  depended  on  formal  and  informal  sources  of  help  to  meet 
their  daily  needs,  and  variations  in  quantity  and  quality  of  such  assistance  determined  the 
adequacy  of  the  care  plan. 
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The  negative  relationship  between  the  level  of  informal  support  to  be  received  at  home  and  the 
adequacy  of  the  plan  indicates  that  very  needy  patients  who  require  much  assistance  are  at  risk, 
despite  the  planning  for  informal  services. 

Overall,  patients  with  more  private  resources  (that  is,  private  insurance)  had  more  adequate 
discharge  plans  (regardless  of  discharge  destination),  as  did  older  patients,  probably  because  older 
patients  had  been  in  health  and  social  service  systems  longer,  and  their  care  arrangements  were  more 
established. 
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Phillips,  Barbara.  "A  Pilot  Study  of  the  Adequacy  of  Post-Hospital  Community  Care  for  the  Elderly: 
Final  Report."  Princeton,  NJ:  Mathematica  Policy  Research,  January  12,  1990. 

Summary.  This  study,  carried  out  for  HCFA  and  ASPE  of  the  U.S.  Department  of  Health  and 
Human  Services,  developed  guidelines  for  a  national  assessment  of  the  adequacy  of  post-hospital 
community-based  skilled  and  personal  care  and  for  determining  whether  inadequate  care  leads  to 
adverse  outcomes.  The  guidelines  specify  minimally  adequate  care  necessary  to  prevent  adverse 
outcomes  for  specific  conditions  that  usually  require  post-hospital  care  among  elderly  Medicare 
beneficiaries.  In  order  to  focus  the  efforts  of  the  study,  the  author  described  minimal  care  solely  in 
terms  of  access-that  is,  the  time  between  hospital  discharge  and  the  first  skilled  or  personal  care  visit 
and  the  weekly  frequency  of  home  visits-rather  than  in  terms  of  the  content  of  care  delivered  during 
the  visits.  The  study  also  developed  screening  criteria  and  a  risk  classification  scheme  for  hospital 
patients  at  discharge. 

The  care  guidelines  were  tested  in  a  pilot  study  to  assess  their  validity,  as  well  as  the 
effectiveness  of  the  screening  and  risk-classification  criteria.  The  pilot  study  also  examined  the 
feasibility  of  the  data  collection  effort  required  to  apply  the  screening  and  risk-classification  criteria 
and  the  care  guidelines.  Although  the  pilot  study  was  adequate  for  these  purposes,  the  results  of  the 
pilot  study  in  terms  of  identifying  the  incidence  of  inadequate  post-hospital  care  must  be  viewed  as 
highly  tentative  because  the  study  was  limited  to  nine  hospitals  in  two  states  and  because  data 
inconsistencies  between  patient  self-reports  and  hospital  records  yielded  substantial  missing  data.  The 
pilot  study  found  that  24  percent  of  747  patients  discharged  from  hospitals  to  the  community  had 
unmet  needs  for  skilled  nursing  care,  therapy,  physician  visits,  or  personal  care.  Of  that  24  percent. 
88  percent  had  care  needs  for  nursing,  therapy,  or  physician  visits.  Of  the  discharged  patients,  7 
percent  suffered  adverse  outcomes.  Of  the  patients  with  adverse  outcomes,  unexpected  service  for 
just  over  one-third  was  the  adverse  outcome,  while  the  adverse  outcome  for  nearly  two-thirds  was  an 
additional  morbidity  that  did  not  lead  to  service  use. 
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Summary.  The  Medicare  home  health  benefit  was  originally  designed  to  provide  limited, 
posthospital  care  to  acutely  ill  beneficiaries.  However,  since  its  inception,  the  home  health  benefit 
has  been  modified  in  a  number  of  ways  to  expand  and  facilitate  the  access  of  Medicare  beneficiaries 
to  home  health  services.  In  particular,  in  July  1989  regulatory  changes  following  the  decision  in 
Duggan  et  al.  v.  Bowen  mandated  that  Medicare  cover  home  health  care  for  patients  who  were 
chronically  ill.  One  of  the  features  of  the  1989  changes  to  the  Medicare  home  health  regulations  that 
may  benefit  chronically  ill  beneficiaries  and  possibly  reduce  future  hospital  use  is  the  addition  of 
skilled  nursing  management  and  evaluation  of  a  patient's  plan  of  care.  This  service  is  defined  in 
Section  234.9  of  the  Medicare  Home  Health  Agency  Manual  as  follows:  "The  complexity  of  necessary 
unskilled  services  require  skilled  management  by  a  registered  nurse  to  ensure  that  these  services 
achieve  their  purpose  and  to  promote  the  beneficiary's  recovery  and  medical  safety."  The  service  has 
been  referred  to  as  the  Medicare  Home  Health  case  management  benefit,  and  some  concern  has 
been  expressed  that  many  beneficiaries  are  receiving  long-term  home  health  coverage  under  this 
benefit  who,  prior  to  the  1989  regulations,  would  have  been  discharged  from  home  health  care. 

This  study  design  suggests  that  patient  outcomes  (as  embodied  by  the  use  of  Medicare-covered 
services)  in  areas  of  the  country  where  home  health  recertification  for  care  plan  management  is 
currently  widely  used  be  compared  with  patient  outcomes  in  areas  of  the  country  where  it  is  not 
widely  used. 
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Abstract  from  Journal 

A  multifaceted  intervention  was  hypothesized  to  increase  postdischarge  ambulatory  contacts 
and  to  reduce  nonelective  readmissions.  Patients  (N =1,001)  discharged  from  the  general 
medicine  service  were  stratified  by  risk  for  nonelective  readmission  and  randomized  to  the 
control  or  intervention  group.  Intervention  patients  received  phone  calls  from  nurses,  mailings 
of  appointment  reminders  and  lists  of  early  warning  signs,  and  prompt  rescheduling  of  visit 
failures.  Patients  were  followed  for  6  months,  and  the  results  were  computed  in  units  per 
patient  per  month.  The  intervention  group  had  10.4  percent  more  total  office  contacts  than 
the  control  group.  Although  the  intervention  group  had  7.6  percent  fewer  nonelective 
readmission  days,  this  was  not  statistically  significant.  Patients  in  the  intervention  group  at 
high  risk  (N=181)  had  28.1  percent  more  office  visits  and  31.9  percent  fewer  nonelective 
readmission  days,  but  this  was  also  not  statistically  significant.  Thus,  the  intervention 
significantly  increased  postdischarge  contacts,  primarily  in  high-risk  patients,  but  failed  to 
reduce  the  incidence  of  nonelective  readmission  days  significantly. 

Program  Goals.  The  goal  of  this  intervention  is  to  increase  office  visits  among  individuals 
recently  discharged  from  a  hospital  and  to  reduce  nonelective  hospital  readmissions. 

Intervention  Design.  The  intervention  consisted  of  contacting  patients  following  discharge.  The 
first  contact  was  attempted  by  telephone  within  a  week  after  discharge  by  a  nurse.  At  that  time  the 
nurse  reviewed  unmet  patient  needs  and  took  action  if  warranted,  discussed  medication  compliance 
and  dosage  scheduling,  reviewed  scheduled  followup  appointments  (which  took  place  at  the  clinic 
affiliated  with  the  hospital  from  which  the  patient  had  just  been  discharged),  and  determined  whether 
any  barriers  existed  to  keeping  appointments.  Nurses  contacted  patients  during  clinic  appointments 
to  review  medications  and  problems.  Intervention  patients  also  received  mailings  following  discharge, 
providing  the  names  and  telephone  numbers  of  their  doctor  and  nurse  and,  if  appropriate,  early 
warning  signs  for  relevant  illnesses  and  instructions  to  contact  the  nurse  or  doctor  if  they  occurred. 
Patients  also  received  appointment  reminders  through  the  mail,  and  missed  appointments  were 
promptly  rescheduled. 

Targeting  Criteria.  The  target  population  for  this  intervention  consisted  of  patients  discharged 
from  the  general  medicine  service  of  a  university-affiliated  hospital  in  Indianapolis  in  1985.  Study 
patients  also  had  to  plan  to  receive  all  medical  care  from  the  general  medicine  clinic  associated  with 
the  hospital,  had  to  have  been  discharged  to  the  community,  could  not  have  been  enrolled  in  another 
study,  and  had  to  sign  an  informed  consent  form  to  participate  in  the  study.  The  authors  suggest  that, 
because  patients  were  selected  from  the  hospital's  general  medicine  service,  most  study  patients  had 
chronic  illnesses.  However,  this  was  not  an  elderly  population:  the  average  age  of  the  patients  was 
approximately  53  years. 
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Study  Design  and  Data.  Targeted  patients  were  stratified  according  to  low,  medium,  or  high  risk 
of  readmission  based  on  the  number  of  emergency  room  visits  during  the  six  months  prior  to  initial 
hospitalization  and  the  outcome  of  a  number  of  laboratory  tests.  Within  each  of  the  three  strata, 
patients  were  assigned  randomly  to  the  intervention  or  a  control  group.  Intervention  and  control 
group  members  were  comparable  in  terms  of  age,  sex,  race,  prior  hospitalizations,  and  the  presence 
of  a  number  of  chronic  diseases.  The  control  group  received  followup  care  at  the  same  general 
medicine  clinic  as  the  intervention  patients  but  received  none  of  the  extra  contacts  that  comprised 
the  intervention.  Data  for  the  study  included  a  baseline  assessment  form  that  identified  the  needs 
of  patients  for  medical  care,  therapy,  nursing,  personal  care,  help  with  instrumental  activities  of  daily 
living,  and  transportation.  Outcome  data  on  office  contacts,  prescription  refills,  nonelective  and 
elective  hospital  readmissions,  and  other  events  were  maintained  on  an  automated  recordkeeping 
system.  Patients  were  followed  for  six  months  after  discharge. 

Authors'  Conclusions.  Overall,  the  intervention  group  had  38  percent  more  contacts  for 
prescription  refills,  a  10  percent  higher  incidence  of  total  contacts,  and  10  percent  more  scheduled 
appointments  than  the  control  group.  However,  no  statistically  significant  reduction  in  nonelective 
readmissions  was  observed  for  the  intervention  group  as  a  whole.  On  the  other  hand,  a  32  percent 
reduction  in  nonelective  hospital  days  (which  was  significant  at  the  10  percent  level)  was  observed 
for  the  subgroup  of  patients  assigned  to  the  stratum  that  indicated  the  highest  risk  of  readmission, 
although  a  reduction  in  the  likelihood  of  readmission,  per  se,  was  not  observed.  The  authors  note 
that  the  number  of  days  of  intensive  care  for  a  readmission  or  the  costs  of  readmission  may  have  been 
a  more  appropriate  measure  of  the  effectiveness  of  this  intervention.  (See  Weinberger,  Smith,  Katz, 
and  Moore,  1988,  for  an  examination  of  the  effect  of  the  intervention  on  the  costs  of  readmission.) 
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Patients."  Project  description  from  the  Health  Care  Financing  Administration  and  Interim 
Report  Executive  Summary,  University  of  Minnesota,  January  1992. 

Summary.  The  objective  of  this  study  is  to  examine  the  course  and  outcomes  of  posthospital 
care,  which  has  assumed  increasing  importance  in  the  wake  of  reductions  in  hospital  stays  under 
Medicare's  prospective  payment  system  for  hospitalization.  The  study  is  meant  to  furnish  data  on  the 
effects  of  postacute  care  on  patient  outcomes,  as  well  as  information  on  the  decision-making  process 
at  the  point  of  hospital  discharge.  Data  are  also  being  provided  on  the  types  of  patients  who  are 
referred  to  the  various  types  of  postacute  care  (for  example,  home  health  services,  inpatient  skilled 
nursing,  and  rehabilitation). 

The  study  will  entail  an  analysis  of  Medicare  claims  data  from  1984  to  1985  to  assess  differences 
in  patterns  of  care  across  the  country  and  to  determine  the  extent  of  substitution  where  various  forms 
of  postacute  care  services  are  more  or  less  available.  A  second  component  is  a  detailed  examination 
of  clinical  cases  from  the  most  common  hospital  DRGs  associated  with  patients  receiving  postacute 
care  (stroke,  chronic  obstructive  pulmonary  disease,  congestive  heart  failure,  and  hip  fracture  and  hip 
replacement)  in  three  locations  (Minneapolis/St.  Paul,  Pittsburgh,  and  Houston).  This  component 
relies  on  inperson  interviews  with  patients  over  the  12  months  following  hospital  discharge,  medical 
records  abstraction,  and  Medicare  and  Medicaid  claims  data. 

An  interim  report  for  the  second  component  of  the  project  concluded  that  "the  current  state  of 
hospital  discharge  planning  can  be  made  more  systematic  when  an  empirical  database  that  relates 
patient  outcomes  to  post-acute  care  is  available"  and  that  "to  the  extent  that  the  discharge  process 
is  faulty,  it  will  not  lead  to  choosing  the  post-acute  care  modality  likely  to  yield  the  best  functional 
result." 

Additional  analysis  is  currently  under  way.  The  final  report  for  this  project  is  expected  in  mid- 
1992. 
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Abstract  from  Journal 

This  study  tested  the  hypothesis  that  increasing  the  intensity  of  outpatient  care  for  patients 
discharged  from  the  hospital  could  lower  their  subsequent  inpatient  and  total  health-care  costs. 
At  discharge,  1,001  patients  were  stratified  by  risk  of  readmission  and  randomly  assigned  to  the 
intervention  or  control  group.  Discharge  information  was  provided  to  outpatient  nurses  who 
monitored  intervention  patients  closely  and  attempted  to  resolve  their  problems.  Intervention 
patients  also  received  appointment  reminders,  and  missed  visits  were  promptly  rescheduled. 
The  cost  of  the  intervention  was  $5.20  per  patient  per  month.  High-risk  patients  in  the 
intervention  group  had  significantly  higher  outpatient  costs,  but  lower  inpatient  costs  than  high- 
risk  patients  in  the  control  group.  Reduced  inpatient  costs  in  the  high-risk  intervention  group 
were  attributed  to  shorter,  less  intensive  hospital  stays.  In  conclusion,  increasing  ambulatory 
care  resources  after  hospital  discharge  for  high-risk  patients  may  reduce  health-care  costs 
associated  with  readmission  to  the  hospital. 

(See  Smith,  Weinberger,  Katz,  and  Moore,  1988,  for  a  description  of  the  goals,  components,  targeting 
criteria,  and  study  design  and  data  for  this  intervention,  and  for  estimates  of  the  effect  of  the 
intervention  on  the  incidence  of  hospital  readmissions  and  number  of  readmission  days.)  This  article 
presents  estimates  of  the  effect  of  the  intervention  on  the  costs  of  hospital  readmissions  and  the  cost- 
effectiveness  of  the  intervention. 


Authors'  Conclusions.  Overall,  the  total  health  care  cost  per  patient  per  month  was  $635  for 
the  control  group,  compared  with  $576  for  the  intervention  group.  Among  high-risk  patients,  the 
total  cost  for  the  intervention  group  was  $720,  compared  with  $973  for  the  control  group.  The 
intervention-control  difference  among  high-risk  patients  is  due  to  a  large  difference  in  costs  for 
inpatient  services  ($800  for  the  control  group,  compared  with  $535  for  the  intervention  group).  Thus, 
the  authors  concluded  that  the  intervention  was  successful  at  reducing  postdischarge  health  care  costs 
for  patients  assessed  as  being  at  the  highest  risk  of  readmission. 

Although  the  effects  of  the  individual  components  of  the  intervention  could  not  be  assessed,  the 
authors  cited  previous  work  demonstrating  that  less  expensive  interventions  involving  only  mailed 
appointment  reminders  and  intensive  followup  of  missed  visits  were  not  sufficient  to  reduce  hospital 
readmission.  The  more  frequent  clinic  visits  under  this  relatively  intensive  intervention  may  have 
been  responsible  for  allowing  providers  to  readmit  patients  at  an  earlier  stage  of  illness.  However, 
patients  subsequently  incurred  lower  intensive-care  costs  and  had  somewhat  shorter  stays  overall  upon 
readmission. 

The  authors  concluded  that  a  sustained,  intensive  intervention  linking  inpatient  and  outpatient 
care  delivered  primarily  in  an  ambulatory  setting  has  the  potential  to  reduce  total  health  care  costs. 
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Comment.  It  should  be  noted  that,  while  the  study  sample  was  described  as  suffering  primarily 
from  chronic  illnesses,  the  average  age  of  the  sample  was  53  years,  and  the  sample  is  thus  younger 
than  the  population  of  elderly  Medicare  beneficiaries.  In  addition,  fewer  than  6  percent  of  patients 
were  assessed  at  discharge  as  requiring  help  with  meals,  housekeeping,  activities  of  daily  living,  or 
shopping,  or  as  requiring  rehabilitative  therapy.  In  fact,  patients  rarely  used  home-delivered  meals 
or  visiting  nurse  services  after  discharge,  suggesting  that  the  study  sample  was  not  typical  of  elderly 
long-term  care  patients.  Thus,  the  favorable  findings  of  this  study  could  not  be  inferred  for  a 
Medicare  population  without  replication  with  a  more  typical  study  sample. 
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Abstract  from  Journal 

This  paper  presents  a  model  for  an  interdisciplinary  discharge  planning  team,  with  emphasis 
on  functional  status  and  improved  coordination  and  continuity  among  providers,  along  with 
a  description  of  the  design  and  implementation  of  such  a  program  in  a  university  hospital. 
Results  show  that  more  patients  are  discussed  and  served,  with  more  emphasis  on  the 
functional  ability  of  patients,  in  an  interdisciplinary  versus  traditional  setting.  Communication 
and  education  between  house  staff  and  team  members  increased  substantially  with  this 
approach. 


Program  Goals.  The  goal  of  the  model  is  to  refocus  discharge  planning  efforts  to  emphasize  (1) 
identifying  individuals  at  high  risk  of  problems  at  discharge,  and  (2)  assessing  the  functional  status 
of  all  patients.  Traditional  discharge  planning  at  the  University  of  Maryland  Hospital,  where  the 
model  was  implemented,  tended  to  include  four  main  areas  of  discussion:  durable  medical  equipment, 
home  health  agencies,  placement  in  long-term  care  facilities,  and  insurance  status.  If  patients' 
discharge  needs  did  not  fall  into  one  of  these  categories,  those  needs  were  seldom  discussed. 

Intervention  Design.  The  intervention  consisted  of  weekly  meetings  among  an  enhanced, 
interdisciplinary  discharge  planning  team  consisting  of  the  medical  service  staff,  a  clinical  pharmacist, 
community  liaison  nurse,  floor  nurse,  geriatrician,  nutritionist,  occupational  therapist,  physical 
therapist,  psychiatrist,  quality  assurance/utilization  reviewer,  social  worker,  and  substance  abuse 
counselor.  The  primary  care  physician  reported  on  nonmedical  problems  and  risk  factors,  as  well  as 
on  medical  plans.  When  impairments  were  discerned,  the  relevant  professionals  on  the  team  led  the 
discussion,  thus  expediting  the  process  of  integrating  the  appropriate  health  professionals  into  the 
patient's  care  plan. 

Targeting  Criteria.  The  interdisciplinary  team  focused  on  identifying  functional  deficits  and 
obtaining  appropriate  services  both  in  and  out  of  the  hospital  to  minimize  the  impact  of  these 
problems  on  discharge.  Five  broad  areas  (cognitive,  physical,  social/financial,  environmental,  and 
access-to-care  problems)  were  assessed  to  identify  those  patients  at  risk  of  problems  during 
hospitalization,  as  well  as  at  and  after  discharge.  All  patients  receiving  medical  services  under  the 
model  were  discussed  in  weekly  meetings,  but  intensive  discussions  were  held  for  less  than  20  percent 
of  the  patients. 

Study  Design  and  Data.  This  article  documented  the  implementation  of  an  enhanced  discharge 
planning  model  that  emphasized  the  process  of  gaining  the  support  of  primary  medical  care 
personnel,  as  well  as  the  effect  of  the  model  on  communication  among  hospital  staff  in  different 
disciplines.  Some  observational  comparisons  were  made  between  discharge  planning  efforts  for 
services  under  the  enhanced  model  with  services  under  the  traditional  discharge  planning.  No 
patient-level  data  were  reported;  no  patient  comparison  group  was  used. 
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Authors'  Conclusions.  House  staff  and  patients  benefitted  from  interdisciplinary  discharge 
planning.  House  staff  have  no  mentors  in  traditional  discharge  planning.  Lack  of  role  models 
effectively  prevents  physicians  from  enhancing  their  knowledge  beyond  the  obvious  discharge  needs 
(e.g.,  DME,  nursing  home  placement,  and  home  care  agencies).  Nor  do  physicians  have  an 
opportunity  to  interact  with  other  health  disciplines  to  learn  what  services  they  can  provide  and  how 
these  services  can  improve  the  patient's  functional  ability.  Physicians,  who  are  responsible  for  signing 
the  orders  that  permit  third-party  reimbursement  for  these  types  of  inpatient  and  posthospital 
therapies,  often  do  not  learn  to  identify  patients  at  risk,  what  resources  are  available  and  who 
qualifies  for  them,  and  how  to  obtain  these  resources.  In  contrast,  physicians  who  participated  in  the 
interdisciplinary  teams  in  the  study  became  comfortable  with  their  roles  as  gatekeepers. 


127 


ANNOTATED  BIBLIOGRAPHY  FOR  CHAPTER  TV: 
NURSING-HOME  CARE  ENHANCEMENT 


129 


Buchanan,  Joan,  Robert  Bell,  Sharon  Arnold,  Christina  Witsberger,  Robert  Kane,  and  Judith 
Garrard.  "Assessing  Cost  Effects  of  Nursing-Home-Based  Geriatric  Nurse  Practitioners."  Health 
Care  Financing  Review,  vol.  11,  no.  3,  spring  1990,  pp.  67-78. 

Abstract  from  Journal 

Employment  of  geriatric  nurse  practitioners  (GNPs)  is  one  strategy  to  improve  nursing  home 
care.  The  effects  of  GNPs  on  costs  and  profitability  of  nursing  homes  and  on  costs  of  patient 
medical  service  use  outside  the  nursing  home  are  examined.  Employment  of  GNPs  does  not 
adversely  affect  nursing  home  costs  or  significantly  affect  profits.  There  is  some  evidence  of 
cost  savings  in  medical  service  use  for  newly  admitted  patients  but  no  evidence  of  savings  for 
continuing  residents.  GNPs  reduce  the  use  of  hospital  services  for  both  groups  and  the 
reduction  is  statistically  significant  for  newly  admitted  patients. 

Background.  As  one  method  for  improving  the  quality  and  lowering  the  cost  of  nursing-home 
care,  the  1986  Institute  of  Medicine  (IOM)  Committee  on  Nursing  Home  Regulation's  final  report 
recommended  that  nursing  homes  employ  specialty-trained  gerontological  nurses  and  encourage 
currently  employed  nurses  to  seek  training  in  gerontological  medicine.  This  study,  which  predates 
the  IOM  report,  evaluated  such  an  intervention. 

Program  Goals.  In  1975  the  Mountain  States  Health  Corporation  (MSHC)  initiated  a  program 
in  which  current  nursing-home  employees  who  were  registered  nurses  but  who  may  not  have  had  a 
bachelors  degree  were  selected  to  be  trained  as  GNPs.  The  goals  of  the  initiative  were  to  improve 
the  quality  of  nursing  home  care  and  reduce  the  need  for  and  use  of  services  outside  the  nursing 
home  (including  hospital  care). 

Intervention  Design.  The  GNP  intervention  included  a  12-month  education  program  that 
consisted  of  a  four-month  instruction  period  completed  at  a  participating  university  and  an  eight- 
month  preceptor  period  completed  under  the  supervision  of  an  approved  physician,  usually  at  the 
sponsoring  nursing  home.  In  return  for  partial  support  during  the  training  phase,  the  GNPs  were 
committed  to  remain  in  the  nursing-home  for  at  least  18  months  after  completing  their  training. 

Targeting  Criteria.  The  target  population  for  this  intervention  included  all  patients  in  the 
participating  nursing  homes.  Because  the  intervention  was  expected  to  have  a  substantially  different 
effect  on  nursing-home  patients  who  were  newly  admitted  during  the  study  period  than  on  ongoing 
patients  at  the  time  the  nursing  home  began  the  initiative,  these  two  subgroups  of  patients  were 
analyzed  separately.  (The  underlying  hypothesis  was  that  GNP-induced  improvements  in  the  quality 
of  care  would  have  the  greatest  effect  on  newly  admitted  patients,  slowing  their  decline  and  possibly 
enabling  them  to  return  to  the  community.) 
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Study  Design  and  Data.  The  evaluation,  based  on  a  quasi-experimental  design,  covered  eight 
western  states  and  included  data  from  1977  to  1986.  Thirty  matched  pairs  of  nursing  homes,  one 
implementing  the  GNP  intervention  and  the  other  not  implementing  the  intervention,  were  selected. 
The  30  GNP  nursing  homes  were  selected  from  approximately  100  homes  that  had  implemented  the 
GNP  intervention.  Their  selection  was  based  on  the  availability  of  a  suitably  matched  comparison 
nursing-home  and  the  willingness  of  both  homes  to  participate  in  the  evaluation.  Pre-intervention 
data  on  nursing-home  and  patient  characteristics  were  collected  to  control  for  differences  that  may 
have  existed  between  the  GNP  nursing  homes  and  the  nonrandomly  selected  comparison  group. 
Nursing-home-level  pre-intervention  variables  described  facility  size,  base,  and  ownership;  occupancy 
rate;  chain  membership;  certified  level  of  care;  state  and  urban/rural  indicators;  as  well  as  an  indicator 
of  patient  case  mix.  Patient-level  pre-intervention  variables  included  age,  location  prior  to  nursing- 
home  admission,  care  level  required,  functional  status,  and  mental  and  behavioral  status.  Post- 
intervention  data  included  service  use  .and  costs,  as  well  as  measures  of  functional  ability,  health 
outcomes,  and  patient-family  satisfaction. 

Intervention  Effect  on  Hospital  Use.  The  hospital  admission  rate  for  the  subgroup  of  newly 
admitted  nursing-home  patients  in  the  GNP  intervention  homes  was  significantly  below  the  rate  for 
similar  patients  in  comparison  homes,  and  the  number  of  inpatient  days  for  both  elective  and 
emergency  stays  fell  to  levels  below  those  in  comparison  homes  (although  the  latter  differences  were 
not  statistically  significant).  A  slightly  lower  hospital  admission  rate  was  observed  among  the 
subgroup  of  ongoing  patients  in  the  GNP  homes  relative  to  their  counterparts  in  comparison  homes; 
emergency  hospital  days  were  also  slightly  lower.  None  of  the  differences  among  the  ongoing  patients 
was  statistically  significant. 

Authors'  Conclusions.  The  intervention  did  not  lower  the  overall  costs  of  care.  This  finding 
was  not  totally  unexpected,  since  new  programs  intended  to  improve  quality  rarely  save  money  as 
well.  Expectations  for  cost  savings  were  limited  to  those  stemming  from  reductions  in  unnecessary 
hospitalizations  due  to  improved  quality  of  care  and  more  medical  attention.  Expectations  for 
reducing  hospital  use  were  borne  out,  particularly  among  the  subgroup  of  newly  admitted  patients. 
To  the  extent  that  the  GNP  intervention  can  reduce  hospitalizations  and  achieve  cost  savings  at  the 
patient  level,  the  Medicare  program  (which  pays  for  75  percent  of  all  hospital  costs,  but  only  2 
percent  of  all  nursing-home  costs)  will  benefit,  while  benefits  to  Medicaid  and  private  payors  may  not 
be  as  noticeable. 

See  Kane,  Garrard,  Skay,  et  al.  (1989)  for  estimates  of  the  effect  of  this  intervention  on  the 
process  and  outcomes  of  nursing-home  care. 
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1989,  pp.  1271-1277. 

Abstract  from  Journal 

We  compared  measures  of  quality  of  care  and  health  services  utilization  in  30  nursing  homes 
employing  geriatric  nurse  practitioners  (GNPs)  with  those  in  30  matched  control  homes. 
Information  for  this  analysis  came  from  reviews  of  samples  of  patient  records  drawn  at 
comparable  periods  before  and  after  the  GNPs  were  employed.  The  measures  of  GNP  impact 
were  based  on  comparisons  of  changes  from  pre  to  post  periods.  Separate  analyses  were  done 
for  newly  admitted  and  long-stay  residents;  a  subgroup  of  homes  judged  to  be  best  case 
examples  was  analyzed  separately  as  well  as  the  whole  sample.  Favorable  changes  were  seen 
in  2  out  of  8  ADL  measures;  5  of  18  nursing  therapies;  2  of  6  drug  therapies,  6  of  8  tracers. 
There  was  some  reduction  in  hospital  admissions  and  total  days  in  GNP  homes.  Overall 
measures  of  medical  attention  showed  a  mixed  pattern  with  some  evidence  of  GNP  substituting 
for  physician  care.  These  findings  suggest  that  the  GNP  has  a  useful  role  in  nursing  home 
care. 


See  Buchanan,  Bell,  Arnold  et  al.  (1990)  for  an  assessment  of  the  cost  effects  of  the  GNP 
intervention. 
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Summary.  By  its  very  name,  long-term  care  implies  a  relationship  to  acute  health  care.  But  it 
is  a  mistake  to  think  of  that  relationship  as  merely  sequential,  with  long-term  care  following  an 
episode  of  acute  care.  The  interaction  is  much  more  dynamic.  Certainly,  many  long-term  care 
"careers"  begin  with  an  acute  illness  and  a  hospital  stay.  Just  as  often,  however,  an  episode  of  long- 
term  care  begins  with  care  at  home  but  includes  one  or  more  admissions  to  the  hospital.  Most 
important,  long-term  care  and  acute  care  must  often  be  provided  simultaneously.  As  this  book 
emphasizes,  just  as  the  artificial  distinction  between  the  medical  and  social  models  of  care  is 
dysfunctional,  so  too  is  the  artificial  separation  of  acute  and  long-term  care.  The  need  for  acute  care 
does  not  disappear  when  a  person  begins  receiving  long-term  care.  In  fact,  the  opposite  occurs.  On 
average,  long-term  care  clients  require  about  twice  as  much  acute  care  as  do  their  age-matched  peers. 

Persons  with  functional  limitations  who  require  home  care  or  nursing-home  care  need  competent 
primary  medical  care,  appropriate  medical  and  surgical  treatment  of  acute  conditions,  and  palliative 
medical  care  during  the  end  stages  of  terminal  illness.  (Geriatric  assessment  and  hospice  fall  into  a 
no-man's  land  between  acute  and  long-term  care.)  Effective  care  of  the  frail  elderly  requires  the 
perspective  of  an  extended  episode  comprising  transitions  from  one  functional  state  to  another,  rather 
than  single  hospital  episodes  or  other  discrete  interventions. 

The  authors  reviewed  a  number  of  studies  of  hospital  use  by  nursing-home  patients.  However, 
in  juxtaposition  to  U.S.  studies  are  the  results  of  research  by  Roos  and  Shapiro  on  the  health  care 
service  use  of  elderly  Manitoba  residents  (who  are  universally  insured  for  hospital  care,  physician 
care,  and  personal  care  home  services).  Roos  and  Shapiro  (1981)  note,  as  have  several  U.S. 
researchers,  that  about  one-tenth  of  the  elderly  account  for  about  one-third  of  the  ambulatory  care 
visits  and  three-fourths  of  the  hospital  days.  However,  they  note  that,  although  Manitoba  nursing- 
home  residents  use  many  more  physician  services  than  elderly  individuals  who  reside  elsewhere,  they 
use  the  fewest  hospital  days. 

The  authors  also  review  a  number  of  studies  of  medical  care  delivered  in  nursing  homes.  They 
conclude  that  medical  care  is  neither  sufficiently  available  nor  of  adequate  quality.  For  example, 
Mitchel  and  Hewes  (1982)  found  that,  based  on  Medicare  B  claims  data,  less  than  half  of  the  general 
practitioners,  internists,  and  cardiologists  made  even  one  nursing-home  visit  in  a  one-month  period. 
About  two-thirds  of  the  visits  were  made  by  5  percent  of  physicians.  And  a  special  survey  of  nearly 
1,000  responding  physicians  indicated  that  the  major  reasons  for  not  visiting  was  low  reimbursement 
combined  with  the  extensive  time  commitment  required  to  make  such  visits.  In  addition,  almost  one- 
fifth  acknowledged  a  dislike  of  nursing  homes  as  the  reason. 
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A  time-honored  approach  for  addressing  the  inadequacy  of  primary  medical  care  in  nursing 
homes  has  been  the  direct  attempt  to  educate,  persuade,  or  coerce  physicians  into  changing  their 
behavior.  However,  making  primary  care  a  team  approach,  and  relegating  day-to-day  monitoring  to 
less  expensive  and  more  enthusiastic  personnel  than  physicians,  seems  to  be  a  more  promising 
approach  for  improving  medical  care  in  nursing  homes.  Kane  et  al.  (1976)  found  that  the  use  of 
geriatric  nurse  practitioners  as  sources  of  primary  care  for  nursing  home  residents  was  cost-effective, 
in  that  it  reduced  the  rate  of  hospitalization  and  other  associated  services,  while  improving  functional 
status  and  patient  satisfaction.  Master  et  al.  (1980)  came  to  a  similar  conclusion.  Another  strategy 
involved  a  more  direct  role  for  clinical  pharmacists,  in  research  on  the  problems  of  the  overuse  and 
misuse  of  medications  in  nursing  homes.  Thompson  et  al.  (1984)  showed  that  when  a  clinical 
pharmacist  took  direct  responsibility  for  primary  care  decisions  on  drug  use,  the  rate  of  potential  drug 
complications  decreased  and  the  quality  of  care  generally  improved. 

The  authors  conclude  that  the  total.picture  must  be  considered  in  the  planning  of  long-term  care 
service  needs.  Plans  must  anticipate  changes  in  status  and  the  necessity  of  mobilizing  different 
services  during  an  episode  of  care.  Special  attention  should  be  given  to  points  of  transition  from  one 
locus  of  care  to  another,  since  some  instances  of  change  can  be  avoided,  while  others  are  a  useful 
opportunity  to  review  the  patient's  total  status  and  management. 
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Abstract  from  Journal 

This  anthropological  study  describes  and  analyzes  the  clinical  and  social-structural  factors 
contributing  to  the  hospitalization  of  nursing  home  residents.  In  48.2  percent  of  cases 
hospitalization  could  have  been  avoided.  Factors  such  as  an  insufficient  number  of  adequately 
trained  nursing  staff,  the  inability  of  nursing  staff  to  administer  and  monitor  intravenous 
therapy,  lack  of  diagnostic  services,  and  pressure  for  transfer  from  the  staff  and  family 
contributed  to  hospitalization.  In  the  U.S.  each  year,  an  estimated  216,000  nursing  home 
residents  who  are  hospitalized  might  be  treated  in  the  nursing  home  for  a  cost  savings  of 
$942,763,350. 


Study  Design.  This  study,  a  process  analysis,  analyzed  215  episodes  of  acute  illness  among 
patients  of  three  California  nursing  homes  between  1985  and  1988.  One  nursing  home  was  a  1,200- 
bed,  government-owned,  long-term  care  facility  with  30  physicians  and  laboratory,  pharmacy,  and  X- 
ray  services  on-site.  The  home  also  had  an  18-bed  acute-care  ward,  staffed  only  by  acute-care 
registered  nurses,  where  acutely  ill  patients  could  be  transferred  when  they  required  more  intensive 
medical  and  nursing  care.  The  other  two  nursing  homes  had  less  than  200  beds,  were  proprietary, 
and  relied  on  off-site  physicians  and  diagnostic  services.  Neither  had  an  acute-care  ward.  Data  on 
acute-illness  episodes  were  collected  at  the  rate  of  6  per  month  in  each  of  the  3  facilities  over  a  12- 
month  period. 

Study  Results.  Of  the  215  patients  who  became  acutely  ill,  83  (or  39  percent)  were  admitted 
to  the  hospital.  This  rate  was  much  lower  (13  percent)  among  patients  in  the  facility  with  its  own 
acute  care  ward;  the  rates  in  the  other  facilities  were  49  and  59  percent.  Of  the  83  patients  admitted 
to  the  hospital  19  (or  23  percent)  died.  (This  rate  was  somewhat  higher  among  patients  from  the 
facility  with  its  own  acute-care  ward.)  Among  the  remaining  132  acutely  ill  patients  who  were  treated 
in  the  nursing  homes,  47  or  (or  36  percent)  died.  (This  rate  was  somewhat  lower  among  patients 
from  the  facility  with  its  own  acute  care  ward.) 

Acute -care  episodes  for  the  83  patients  who  were  hospitalized  were  analyzed  and  categorized 
by  a  physician  as  follows:  (1)  patients  with  medical  conditions  for  which  an  acute-hospital  level  of 
care  was  warranted  due  to  the  nature  of  their  conditions;  and  (2)  patients  whose  conditions  could 
have  been  diagnosed  definitively  and  treated  in  the  nursing  home  and  did  not  require  acute  care. 
Forty-eight  percent  of  the  episodes  were  placed  in  category  2.  Reasons  for  hospital  transfer  for 
category  2  patients  included: 

•  A  lack  of  support  and  nursing  services,  such  as  diagnostic  services  and  personnel  trained 
to  administer  intravenous  therapy 

•  Issues  associated  with  physician  reimbursement  and  convenience 

•  Pressure  from  nursing  home  administration  and  nursing  staff  to  transfer  heavy  use  or  high- 
risk  patients 
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•  Communication  breakdown  between  nursing  staff  and  physicians,  including  difficulties 
experienced  by  nursing  staff  in  getting  physicians  to  respond  in  a  timely  manner  when 
a  change  in  a  patient's  condition  was  observed,  and  poor  assessment  and  communication 
skills  by  nursing  staff  when  physicians  required  information  on  patients'  conditions 

•  Pressure  from  families,  particularly  when  families  felt  that  the  skills  of  the  nursing-home 
staff  were  inadequate,  or  if  there  was  uncertainty  among  physicians  about  the  severity 
of  the  patient's  condition 


The  authors  suggest  that  strengthening  the  professional  nursing  staff  is  likely  to  ease  many  of 
the  problems  inherent  in  the  unnecessary  transfer  of  acutely  ill  nursing-home  patients  to  hospitals. 
They  point  out  that  nursing  care  is  the  major  service  provided  in  nursing  homes.  Yet,  while  the 
average  home  has  approximately  41  full-time  employees,  fewer  than  3  are  registered  nurses  and  less 
than  half  of  all  SNFs  have  a  registered  nurse  on  duty  24  hours  a  day.  Thus,  in  many  nursing  homes, 
licensed  practical  nurses  are  in  charge  of  patient  care,  and  the  hands-on  care  is  performed  by  nurses 
aides,  who  typically  are  responsible  for  providing  complete  care  to  10  to  15  patients  on  a  day  shift, 
15  to  25  patients  on  an  evening  shift,  and  40  to  50  patients  on  a  night  shift.  The  authors  point  out 
their  geriatric  nurse  practitioners  (GNPs)  are  capable  of  playing  an  important  role  in  improving 
nursing-staff  capabilities,  particularly  in  the  absence  of  on-site  physicians,  suggesting  Medicare  Part 
B  should  reimburse  GNPs. 
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Summary.  This  editorial  introduced  issues  concerning  nursing-home  care  quality  and  prefaced 
the  Zimmer,  Eggert,  Trent  et  al.  discussion  of  the  "sudden  decline  benefit"  to  enable  nursing  homes 
to  treat  some  acute  episodes  on-site.  Current  Medicare  financial  incentives  strongly  favor 
hospitalizing  nursing-home  patients  when  they  become  acutely  ill.  Nursing-home  administrators  favor 
hospitalization  because  providing  acute  or  subacute  care  in  the  nursing  home  is  an  unreimbursed 
expense.  The  physician  also  favors  hospitalization  because  he  or  she  will  be  paid  a  fee  for  daily  visits 
to  the  patient,  whereas  Medicare  limits  its  reimbursement  to  one  routine  and  one  or  two  additional 
visits  (which  must  be  justified)  per  nursing-home  patient  per  month.  These  perverse  incentives  are 
addressed  at  least  in  part  by  the  "sudden  decline"  benefit  described  by  Zimmer,  Eggert,  Trent,  et  al. 
(1988). 

Several  strategies  could  be  adopted  to  complement  the  "sudden  decline"  benefit.  They  include 
establishing  a  level  of  care  and  reimbursement  in  between  the  nursing  home  and  acute  hospital, 
employing  physician  extenders  in  nursing  homes,  and  developing  and  implementing  improved  services, 
policies,  and  procedures  for  several  aspects  of  the  care  of  nursing-home  patients. 

•  Some  states  have  begun  reimbursing  a  "subacute"  level  of  care.  Moreover,  many 
hospitals  with  empty  beds  have  or  are  seeking  to  convert  beds  to  some  form  of  subacute 
or  hospital-based  SNF  level.  These  beds  would  not  directly  prevent  the  transfer  of 
acutely  ill  nursing-home  patients,  but  could  provide  "step-down"  care,  so  that  elderly 
patients  recuperating  from  acute  illness  could  be  stabilized  before  discharge,  avoiding  the 
need  for  possible  rehospitalization  after  a  short  stay  in  a  nursing  home. 

•  Recent  legislation  allows  Medicare  reimbursement  for  physician  assistant  services  in 
nursing  homes,  and  some  states  allow  Medicaid  reimbursement  for  nurse  practitioner 
services.  These  physician  extenders  can  be  helpful  in  assessing  acute  changes  in  the 
status  of  nursing-home  patients  and  in  providing  close  follow-up  during  treatment  for 
acute  illness. 

•  There  is  also  a  tremendous  need  for  improving  the  availability  and  reimbursement  for 
mental  health  services  in  nursing  homes.  The  availability  of  trained  nurse  clinical 
specialists  or  geropsychiatrists  could  facilitate  diagnosing  and  appropriately  treating 
psychiatric  disorders  and  related  behavioral  disturbances  that  frequently  lead  to  hospital 
readmissions. 

•  Finally,  improving  infection  control  policies  and  procedures  in  nursing  homes  should  help 
avoid  many  unnecessary  episodes  of  acute  illness. 
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Abstract  from  Journal 

Clinical  pharmacists,  under  the  supervision  of  a  family  practitioner,  assumed  responsibility  for 
drug  management  of  geriatric  patients  in  a  Los  Angeles  SNF.  In  a  quasi-experimental,  pretest- 
post-test  control  group  design,  outcome  criteria  were  measured.  Compared  with  the  control 
group  which  received  traditional  patient  care,  the  prescribing  clinical  pharmacists'  group  had 
a  significantly  lower  number  of  deaths,  a  significantly  higher  number  of  patients  discharged  to 
lower  levels  of  care,  and  a  significantly  lower  average  number  of  drugs  per  patient.  The  lower 
number  of  patients  hospitalized  approached  significance  in  the  prescribing  pharmacists  group. 
The  practice  of  having  clinical  pharmacists  prescribe  drug  therapy  and  render  general  care, 
under  the  supervision  of  a  physician,  has  the  potential  for  saving  the  health  care  system 
approximately  $70,000  per  year  per  100  SNF  beds. 

Background.  Age-related  physiologic  changes  known  to  occur  in  all  major  organ  systems  have 
important  practical  implications  for  the  clinical  management  of  elderly  patients.  They  include  changes 
in  drug  absorption,  drug  metabolism,  drug  elimination,  volume  of  distribution,  and  target  organ 
sensitivity  to  nearly  all  drugs.  Thorough  knowledge  of  these  effects  on  the  pharmacokinetics  and 
pharmacodynamics  of  drugs  is  thus  essential  in  treating  elderly  patients.  Surveys  of  physicians' 
prescribing  habits  in  SNFs  indicate  that  patients  are  given  many  different  numbers  of  drugs,  often 
without  the  prescribing  physician's  apparent  awareness  of  potential  drug  incompatibilities. 

Program  Goals.  The  study's  objective  was  to  determine  whether  direct  intervention  of 
pharmacists,  through  drug  therapy  prescribing  and  patient  care  management,  could  improve  the 
quality  of  patient  care  in  nursing  homes. 

Intervention  Design.  Clinical  pharmacists,  working  under  the  supervision  of  a  family  practitioner, 
first  reviewed  the  condition  of  each  patient,  including  medical,  social,  functional,  and  drug  history. 
Physical  assessments  (and,  when  indicated,  laboratory  tests)  were  performed  to  update  and  verify  past 
findings.  On  the  basis  of  this  information,  the  patient's  medications  were  reviewed  by  the  pharmacists 
with  the  options  of  continuing  the  present  medications,  making  dose  adjustments,  or  entirely 
discontinuing  and  changing  the  type  or  class  of  medication.  Patients  were  followed  up  with  periodic 
physical  assessment  and  laboratory  evaluation.  When  drug  interactions  or  side  effects  occurred,  the 
clinical  pharmacists  made  necessary  modifications. 

Targeting  Criteria.  The  target  population  for  this  intervention  consisted  of  nursing-home 
patients  with  a  length  of  stay  of  at  least  two  months.  Short  stayers  were  excluded,  since  previous 
studies  have  shown  that  they  differ  in  ways  that  can  significantly  affect  outcomes. 
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Study  Design  and  Sample.  One  SNF  in  the  Los  Angeles  area  was  selected  for  the  project.  All 
(152)  patients  in  the  SNF  gave  informed  consent  to  participate;  19  short-stay  patients  were  excluded. 
The  facility's  medical  director  (a  board-certified  family  practitioner),  who  cared  for  67  patients  in  the 
facility,  supervised  the  pharmacists.  These  67  patients  constituted  the  experimental  group.  The 
comparison  group  in  this  quasi-experimental  design  consisted  of  72  patients  cared  for  by  a  private 
community  physician  (a  board-certified  internist).  The  authors  note  that  the  inability  to  allocate 
patients  randomly  raised  the  possibility  that  differences  in  outcomes  may  have  been  related  to 
unmeasured  patient  characteristics  at  baseline  or  physician  practice  patterns. 

Prescribing  and  monitoring  activities  by  the  pharmacists  began  in  February  1981  and  continued 
through  January  1982.  Baseline  data  for  the  study  included  age,  gender,  admission  date,  diagnoses, 
number  of  drugs,  drug  categories,  frequency  of  drug  use,  drug  doses,  type  and  frequency  of  laboratory 
procedures,  acute  hospitalization  dates,  mortality  rate,  and  rate  of  discharge  to  lower  levels  of  care. 
Similar  data  were  available  for  the  study  period. 

Intervention  Effect  on  Hospital  Use.  The  authors  conclude  that  the  intervention  reduced 
hospital  use  despite  also  reducing  the  rate  of  mortality.  The  hospital  rates  of  the  experimental  and 
comparison  groups  were  similar  in  the  year  prior  to  the  intervention-between  10  and  13  percent. 
However,  during  the  study  year,  the  rates  differed  noticeably  (although  statistically  significant  only 
at  the  10  percent  level)--ll  percent  for  the  comparison  group  versus  3  percent  for  the  experimental 
group.  (During  the  study  year  the  mortality  rate  among  the  comparison  group  was  14  percent, 
compared  with  4  percent  among  the  experimental  group.) 

Authors'  Conclusions.  A  reduction  in  the  mean  number  of  drugs  partly  explains  some  of  the 
observed  changes  in  outcomes.  Other  studies  have  confirmed  that  reducing  the  mean  number  of 
drugs  taken  by  patients  leads  to  less  frequent  problems  with  drug  interactions  and  reduces  the 
incidence  of  adverse  drug  reactions.  The  results  of  this  study  indicate  that  clinical  pharmacists  who 
practice  in  association  with  physicians,  prescribe  drug  therapy,  and  provide  general  patient  care 
services  can  have  a  positive  effect  on  the  death  rate,  discharge  rate,  and  the  number  of  drugs 
prescribed  among  patients  residing  in  an  SNF. 
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Van  Buren,  Carol,  William  Barker,  James  Zimmer,  and  T.  Franklin  Williams.  "Acute  Hospitalization 
of  Nursing  Home  Patients:  Characteristics,  Costs  and  Potential  Preventability."  (Abstract  for 
annual  meeting).  The  Gerontologist,  vol.  22,  October  1982. 

Summary.  This  study  examined  the  relationship  between  the  utilization  of  acute  hospitals  by 
residents  of  SNFs  and  the  extent  of  medical  intervention  in  the  SNFs  prior  to  hospitalization.  Data 
describing  selected  characteristics  of  a  sample  (n=174)  of  total  hospitalizations  (n=765)  identified 
for  a  12-month  period  (July  1979  to  June  1980)  were  collected  from  utilization  review  records  at  the 
Genesee  Valley  Medical  Foundation  and  patient  care  records  at  each  of  the  27  SNFs.  Each 
hospitalization  was  reviewed  by  a  team  of  three  physicians  and  evaluated  for  possible  preventability. 

The  most  common  reasons  for  hospitalization  were  gastrointestinal  (15  percent),  pulmonary  (15 
percent),  and  orthopedic  (14  percent).  Length  of  hospital  stay  was  less  than  two  weeks  for  most 
cases;  14  percent  expired,  and  84  percent  returned  to  the  SNF  of  origin. 

Thirty-nine  percent  of  all  nonplanhed  hospitalizations  were  evaluated  as  possibly  preventable. 
Many  hospitalizations  appeared  to  stem  from  a  lack  of  adequate  medical  intervention  in  the  SNF: 
60  percent  were  not  visited  by  a  physician,  40  percent  were  hospitalized  within  less  than  one  day  after 
precipitating  circumstances,  and  20  percent  were  sent  to  emergency  departments  for  evaluation. 
Modifications  for  medical  care  delivery  in  the  SNF  are  discussed. 
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Zimmer,  James,  Gerald  Eggert,  Anne  Treat,  and  Belinda  Brodows.  "Nursing  Homes  as  Acute  Care 
Providers:  A  Pilot  Study  of  Incentives  to  Reduce  Hospitalizations."  Journal  of  the  American 
Geriatrics  Society,  vol.  36,  no.  2,  February  1988,  pp.  124-129. 

Abstract  from  Journal 

This  program  was  designed  to  encourage  treatment  of  episodes  of  acute  illness  in  skilled 
nursing  facilities  (SNFs)  in  order  to  avoid  costly  and  potentially  traumatic  admission  to  the 
hospital.  It  is  part  of  the  Monroe  County  Long  Term  Care  Program,  Inc.  system  of  case 
management  and  Medicare  and  Medicaid  waivers,  and  consists  of  financial  incentives,  paid 
by  Medicare,  to  facilities  and  to  responsible  physicians  to  evaluate  and  care  for  acutely  ill 
patients  in  the  SNFs  when  medically  safe  and  feasible.  A  retrospective  evaluation  using  a 
physician  assessment  committee  concluded  that  among  the  first  112  patients  in  the  program, 
76  percent  were  very  probably  saved  hospitalizations  or  at  least  an  emergency  room  visit.  Acute 
bacterial  infection  was  the  most  common  category  of  episode,  occurring  in  46  percent  of  cases. 
Considerable  savings  to  both  Medicare  and  Medicaid  were  estimated  to  have  resulted. 

Background.  Managing  acute-care  episodes  can  be  unusually  expensive  to  nursing  homes 
because  nursing  homes  are  not  normally  reimbursed  for  the  extra  care  required  by  patients  to  remain 
in  the  home.  These  acute-care  episodes  can  also  be  highly  taxing  on  nursing  home  staff,  since  usual 
staffing  patterns  are  not  designed  to  meet  acute-care  needs.  If  physician  availability  for  diagnostic 
assessment  and  the  initiation  of  treatment  could  be  facilitated  in  the  nursing  home  and  more  intensive 
nursing  care  made  possible  on  a  temporary  basis,  some  of  these  hospitalizations  could  be  avoided. 

Program  Goals.  Based  on  a  1982  study  by  Van  Buren  et  al.  which  estimated  that  as  many  as  40 
percent  of  hospital  admissions  from  SNFs  could  have  been  avoided  if  patients  were  treated  in  the 
SNF,  the  goal  of  this  study  was  to  reduce  hospital  admissions  among  nursing-home  patients 
(admission  that  are  both  expensive  and  traumatic),  thereby  reducing  the  overall  cost  of  care  and 
improving  patient  well-being. 

Intervention  Design.  This  intervention,  referred  to  by  the  authors  as  the  "Sudden  Decline" 
benefit  of  the  Monroe  County  Long  Term  Care  Program,  Inc.  (Rochester,  N.Y.),  tested  whether  the 
increased  availability  of  physician  services  in  nursing  homes,  coupled  with  slightly  more  generous 
prospective  Medicare  nursing  home  rates,  could  prevent  direct  hospital  admissions  and  trips  to 
hospital  emergency  departments  that  could  require  Medicare  hospital  reimbursement.  When  nursing- 
home  staff  determined  that  a  patient  was  suffering  from  an  acute  problem,  they  notified  the  physician 
immediately.  The  intervention  paid  both  the  nursing  home  to  complete  a  comprehensive  patient 
assessment  and  the  physician  to  examine  and  treat  the  patient  in  the  nursing  home.  Associated 
diagnostic  tests  and  procedures  were  also  reimbursed.  If  the  patient  remained  in  the  nursing  home, 
the  nursing  home  could  be  paid  for  up  to  14  days  of  enhanced  care  at  a  higher  per  diem.  The 
physician  was  paid  to  visit  daily  (for  up  to  100  days),  as  long  as  the  patient  was  medically  eligible  for 
the  "sudden  decline"  benefit,  as  determined  by  an  independent  reviewer. 

Targeting  Criteria.  The  target  population  for  this  intervention  consisted  of  nursing-home 
residents  experiencing  acute  illness  episodes. 
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Study  Design  and  Data.  Records  for  "sudden  decline"  benefit  patients  were  reviewed 
retrospectively  in  this  process  analysis  by  a  committee  of  three  physicians  from  the  local  county 
Regional  Utilization  Review  Committee  to  ascertain  whether  patients  appeared  to  have  been 
medically  eligible  for  the  waiver  benefit,  and  whether  it  was  likely  that  a  hospitalization  had  been 
avoided.  To  this  end,  the  committee  reviewed  the  initial  patient  assessment  form  completed  in  the 
SNF  when  the  acute  episode  was  identified  and  a  second  evaluation  form  completed  toward  the  end 
of  the  initial  14-day  approval  period  by  the  utilization  review  nurse  from  the  Regional  Utilization  and 
Medical  Review  Project.  Both  forms  contained  information  on  the  patient's  medical,  functional,  and 
care  need  status,  as  well  as  the  progress  of  the  acute  episode  from  its  inception,  for  all  diagnostic  and 
treatment  modalities  used.  Outcome  data  for  the  study  included  a  categorization  of  each  case  as  (1) 
a  certain  hospital  admission  in  the  absence  of  the  benefit;  (2)  a  likely  hospital  admission;  (3)  a 
probable  emergency  room  visit;  (4)  unlikely  to  have  been  a  hospital  admission  in  the  absence  of  the 
benefit;  and  (5)  an  inappropriate  use  of  the  benefit.  The  study  also  collected  process  measures  and 
estimated  the  costs  and  cost  savings  associated  with  the  intervention. 

Intervention  Effect  on  Hospital  Use.  The  physician  review  committee  used  the  categorization 
scheme  to  classify  the  112  cases  by  consensus.  Fifty  percent  were  designated  as  "certain  hospital 
admissions,"  10  percent  were  "likely  hospital  admissions,"  and  16  percent  were  "probable  emergency' 
room  visits."  Thus,  overall,  76  percent  of  the  patients  were  judged  to  have  been  saved  hospitalization 
or  at  least  an  emergency  room  visit.  (Twenty-one  percent  were  admitted  to  the  hospital  while  still 
on  the  benefit  so  that  hospitalization  was  at  best  delayed  for  them.)  Thirteen  percent  were 
designated  as  "unlikely  to  have  been  hospitalized  in  the  absence  of  the  benefit,"  and  12  percent  were 
designated  as  having  received  the  benefit  inappropriately. 

Authors'  Conclusions.  It  seems  highly  likely  that  significant  hospital  days  can  be  saved  with  this 
type  of  intervention,  and  that  the  deleterious  effects  of  patient  transfer  can  be  avoided.  However, 
the  financial  coverage  of  daily  physician  visits  to  the  nursing  home  is  essential  to  the  success  of  this 
approach,  as  is  the  assurance  that  the  necessary  intensive  acute  nursing  and  other  services  can  be 
provided  adequately  in  the  nursing  home.  The  analysis  could  not  determine  whether  hospitalization 
would  have  been  better  for  the  patient  in  some  cases  and  whether  the  quality  of  care  was  equivalent 
in  the  nursing-home-issues  that  should  be  considered  in  future  efforts. 
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ANNOTATED  BIBLIOGRAPHY  FOR  CHAPTER  V: 
-  HOSPICE  CARE 
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Kidder,  David,  Katie  Merrell,  and  Daniel  Dohan.  "Medicare  Hospice  Benefit  Program  Evaluation: 
Final  Summary  Report."  Cambridge,  MA:  Abt  Associates,  July  1989. 

Program  Goals.  The  Medicare  Hospice  Benefit  was  meant  to  provide  both  a  source  of  funds 
and  a  set  of  structural  standards  and  criteria  for  the  hospice  industry. 

Intervention  Design.  The  intervention  being  tested  was  the  Medicare  Hospice  Benefit  enacted 
as  part  of  the  Tax  Equity  and  Fiscal  Responsibility  Act  (TEFRA)  of  1982.  Under  the  benefit, 
prospective  per-diem  rates  were  set  for  home  care  and  inpatient  care.  (Four  reimbursement  rates 
were  used:  routine  home  care,  continuous  home  care,  general  inpatient  care,  and  inpatient  respite 
care.)  Physician  services  were  reimbursed  separately.  A  budget  ceiling  was  established  and  a  limit 
imposed  on  the  percent  of  total  days  that  could  be  provided  in  inpatient  settings  (20  percent). 
Beneficiaries  were  limited  to  three  benefit  periods  (two  90-day  and  one  30-day  period).  While 
enrolled,  beneficiaries  had  to  waive  their  rights  to  their  Medicare  A  and  B  payments  for  any  services 
related  directly  to  their  terminal  conditions.  Certified  hospices  were  required  both  to  provide  nursing 
and  counseling  directly  and  to  make  formal  arrangements  to  provide  other  types  of  care,  particularly 
inpatient  services.  Hospices  were  also  required  to  maintain  professional  management  responsibility 
for  their  patients  in  all  settings. 

Targeting  Criteria.  Medicare  beneficiaries  still  are  eligible  for  the  Medicare  Hospice  Benefit 
if  they  are  certified  by  their  physicians  to  have  a  prognosis  of  six  or  less  months  and  they  agreed  to 
waive  their  rights  to  regular  Medicare  benefits. 

Study  Design  and  Data.  The  study  included  hospice  beneficiaries  with  complete  claims  data  for 
FY84  (1,584  beneficiaries),  FY85  (4,710  beneficiaries),  and  FY86  (10,510  beneficiaries).  The 
comparison  group  for  the  quasi-experimental  design  consisted  of  Medicare  beneficiaries  receiving 
conventional  care  if  they  had  inpatient  stays  within  the  last  two  years  of  life.  The  comparison  group 
included  nonhospice  beneficiaries,  as  well  as  Medicare  beneficiaries  in  noncertified  hospice  programs. 
Data  for  the  study  came  from  Medicare  claims. 

Intervention  Effect  on  Hospital  Use.  Impacts  on  hospital  use  were  not  part  of  the  evaluation 
(presumably  because  the  use  of  prospective  per-diem  reimbursement  precluded  the  necessity  of 
tracking  hospice  service  use  by  type.)  The  length  of  illness  was  shorter  among  conventional  care 
patients  than  hospice  patients:  20  percent  of  conventional  care  patients,  compared  with  14  percent 
of  hospice  patients,  appeared  to  have  been  diagnosed  within  a  month  less  before  death.  Services  for 
hospice  beneficiaries  who  died  at  home  or  in  an  inpatient  setting  were  more  expensive  than  those 
for  their  conventional  care  counterparts  in  the  last  month  of  life.  However,  because  more  hospice 
beneficiaries  died  at  home  (88  percent,  compared  with  37  percent  of  conventional  care  beneficiaries) 
and  because  death  at  home  was  associated  with  lower  costs  (for  both  hospice  and  conventional  care 
beneficiaries),  the  cost  of  care  during  the  last  month  of  life  among  hospice  patients  as  a  group  was 
slightly  lower  than  that  for  conventional  care  patients  as  a  group.  Total  Medicare  expenditures, 
conventional  care  patients  were  $712  more  than  for  hospice  patients  over  the  last  year  of  life. 
However,  this  difference  disappeared  when  patient  and  regional  characteristics  were  controlled  for. 
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Authors'  Conclusions.  The  evaluation  of  the  Medicare  Hospice  Benefit  found  no  evidence  that 
the  benefit  was  a  source  either  of  dramatically  increased  costs  or  of  significant  savings  to  the 
Medicare  program  during  the  period  studied,  although  freestanding  hospice  care  was  less  expensive 
than  facility-based  hospice  care.  Certified  hospices  clearly  contributed  to  stabilizing  Medicare 
expenditures  by  providing  a  home-oriented  alternative  during  the  last  month  of  life.  However,  a 
secular  decline  in  Part  A  hospital  admission  rates  for  nonhospice  beneficiaries  would  dramatically 
increase  the  relative  cost  of  the  hospice  benefit,  while  continued  increases  in  Medicare  home  health 
care  for  nonhospice  beneficiaries  would  reduce  the  relative  cost  of  the  hospice  benefit. 

For  a  report  on  the  preliminary  findings  of  this  evaluation,  see: 

U.S.  Department  of  Health  and  Human  Services.  "Health  Care  Financing  Extramural  Report: 
Medicare  Hospice  Benefit  Program  Evaluation."  HCFA  Pub.  No.  03248.  Baltimore,  MD: 
Health  Care  Financing  Administration,  Office  of  Research  and  Demonstrations,  September  1987. 
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Mor,  Vincent,  and  David  Kidder.  "Cost  Savings  in  Hospice:  Final  Results  of  the  National  Hospice 
Study."  Health  Services  Research,  vol.  20,  no.  4,  October  1985,  pp.  407-422. 


Abstract  from  Journal 

Medicare  inpatient  and  home  care  costs  over  the  last  year  of  life  of  terminal  cancer  patients 
served  in  two  types  of  hospices  and  in  conventional  care  (CC)  were  compared  as  part  of  the 
National  Hospice  Study  (NHS).  Both  home  care  (HC)  and  hospital-based  (HB)  hospice 
patients  had  lower  costs  in  the  last  month  of  life  than  did  CC  patients.  HC  patients  substituted 
home  care  for  inpatient  care,  yielding  cost  savings  for  lengths  of  hospice  stay  of  up  to  1  year. 
Although  HB  patients  added  home  care  to  relatively  high  levels  of  inpatient  care,  their  ancillary 
costs  per  inpatient  day  were  significantly  lower  than  those  of  CC  patients.  Thus  HB  costs  over 
the  last  year  of  life  were  also  somewhat  less  than  those  of  CC.  The  size  of  the  savings 
associated  with  hospice  care  is  sensitive  to  the  type  of  hospice  and  the  length  of  stay 
distribution  of  patients  served;  patients  served  longer  have  significantly  higher  costs  in  the  last 
year  of  life. 

Program  Goals.  The  goal  of  this  intervention  was  to  provide  care  for  terminally  ill  patients 
during  the  last  six  months  of  life  at  a  lower  cost  to  Medicare  than  conventional  care  but  of  no  less 
quality. 

Intervention  Design.  The  intervention  consisted  of  retrospective  cost-based  Medicare 
reimbursement  for  existing  Medicare-covered  services,  as  well  as  for  new  services.  The  new  services 
were  bereavement  visits,  continuing  home  nursing  care,  home  and  institutional  respite  care,  and 
outpatient  drugs.  The  coinsurance  and  deductible  requirements  that  were  then  part  of  Medicare 
were  waived  (Mor  and  Birnbaum,  1983). 

Targeting  Criteria.  The  intervention  was  targeted  at  terminal  cancer  patients.  Patients  included 
all  admissions  to  demonstration  hospices  between  October  1980  and  September  1982  who  were 
diagnosed  with  cancer  and  died  by  December  1983. 

Study  Design  and  Data.  The  study  sample  for  the  quasi-experimental  design  included  5,853 
hospice  and  nonhospice  patients  from  a  population  of  over  10,000  terminal  cancer  patients  identified 
in  25  hospices  and  14  conventional  oncological  care  settings  between  October  1980  and  March  1983. 
The  hospices  were  selected  by  HCFA  by  competitive  bid  from  a  pool  of  233  applicants.  The 
conventional  care  settings,  which  served  as  the  comparison  group  for  the  study,  were  selected  by  the 
evaluation  contractor  if  they  were  willing  to  cooperate  with  the  study.  Patient  data  included  inpatient 
and  home  health  bill  four  summaries  from  Medicare  for  the  four  years  prior  to  death,  as  well  as 
patient  medical  data  (cancer  type,  date  of  diagnosis,  and  date  of  death)  and  basic  demographic  data 
(age,  sex,  marital  status,  and  primary  informal  caregiver). 
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Intervention  Effect  on  Hospital  Use.  In  the  last  year  of  life,  the  HC  hospice  patients  averaged 
$10,800,  HB  hospice  patients  averaged  $12,700,  and  CC  patients  averaged  $14,800  in  total  Medicare 
inpatient,  home  care,  and  nursing-home  costs  (unadjusted  for  differences  in  the  samples).  The  longer 
patients  were  under  hospice  care,  the  higher  their  total  costs  were  in  the  last  year  of  life.  When  total 
costs  per  month  were  adjusted  for  patient  characteristics,  statistically  significant  differences  still 
existed  between  each  type  of  hospice  care  costs  and  conventional  costs  during  the  last  month  of  life. 
However,  these  cost  differences  disappeared  quickly  in  the  preceding  five  months  prior  to  death.  The 
significant  cost  differences  in  the  last  month  or  two  of  life  appeared  to  have  been  due  to  differences 
in  the  use  of  inpatient  care.  For  example,  CC  patients  used  17.6  inpatient  days  during  the  last  month 
of  life,  compared  with  6.5  days  for  HC  hospice  patients  and  9.5  days  for  HB  hospice  patients.  In 
addition,  ancillary  costs  per  inpatient  day  were  also  lower  for  hospice  patients  ($61  and  $37  for  HC 
and  HB  patients,  respectively,  during  the  last  month),  compared  with  CC  patients  ($184  during  the 
last  month). 

Authors'  Conclusions.  Hospice  patients  in  both  the  HB  and  HC  setting  are  less  expensive  to 
Medicare  than  their  CC  counterparts,  particularly  in  the  last  months  of  life  and  overall  in  the  last  year 
of  life.  The  ostensible  mechanism  for  this  difference  in  costs  was  the  substitution  of  home  care 
services  for  inpatient  care  and,  equally  important,  a  relative  reduction  in  the  intensity  of  ancillary 
service  use  in  an  inpatient  setting.  On  the  other  hand,  there  is  reason  to  believe  that  some  of  the 
observed  differences  in  costs  reflect  the  different  styles  of  health  care  utilization  among  the  three 
groups  of  patients  being  compared.  Hospice  admission  may  be  partially  a  manifestation  of  earlier 
choices  made  about  the  style  of  care  desired.  In  addition,  any  estimate  of  the  size  of  the  hospice 
effect  on  reduced  per-patient  health  care  costs  must  be  regarded  as  highly  sensitive  to  the  length  of 
stay  in  hospice  care:  the  more  long-stay  patients  in  a  hospice  program,  the  lower  the  savings. 
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Abstract  from  Journal 

An  unbiased  evaluation  of  hospice  effectiveness  requires  a  randomized  controlled  trial  (RCT), 
but  the  implementation  of  such  a  design  is  difficult.  This  paper  describes  the  methods  of  the 
only  RCT  to  date  and  reports  on  the  validity  and  reliability  of  scales  selected  or  developed  to 
assess  attainment  of  hospice  goals.  The  patients  involved  are  those  in  a  VA  hospital  in  Los 
Angeles  who  have  cancer  and  a  prognosis  of  about  6  months  and  who  consent.  They  and  their 
significant  others  are  interviewed  periodically  until  the  patient's  death  to  measure  such  hospice 
variables  as  pain,  depression,  anxiety,  satisfaction  with  care  and  the  environment,  activities  of 
daily  living,  and  bereavement  effects.  Many  of  the  scales,  including  McGill  Pain,  CES-D 
Depression,  and  Satisfaction  with  Care  scales,  have  been  validated  in  other  studies  with  similar 
samples.  The  authors'  test-retest  reliability  analyses  show  that  these  scales  are  reliable  with 
advanced  cancer  patients  and  their  significant  others. 

Summary.  Results  of  this  randomized  experiment  were  reported  in  Kane  et  al.  (1984)  (not 
reviewed  in  this  synthesis)  and  summarized  in  Torrens  (1985)  as  follows: 

Program  Goals.  The  goal  of  this  intervention  was  to  provide  an  alternative  set  of  services  for 
terminally  ill  patients  following  the  hospice  model  of  care. 

Intervention  Design.  Hospice  care  was  provided  to  terminally  ill  cancer  patients  at  a  VA 
hospital.  Care  was  provided  both  in  a  special  inpatient  hospice  unit  and  at  home. 

Targeting  Criteria.  The  intervention  was  targeted  at  terminally  ill  cancer  patients  with  a 
prognosis  of  six  months. 

Study  Design  and  Data.  The  study  was  conducted  at  the  VA  Wadsworth  Medical  Center 
between  1980  and  1983.  Eligible  patients  were  assigned  randomly  to  the  treatment  and  control 
groups  (137  and  110  patients,  respectively).  Treatment  group  patients  entered  the  hospice  program, 
while  control  group  patients  received  the  routine  care  provided  by  the  VA  facility.  Data  for  the  study 
included  interviews  with  patients  and  caregivers,  service  use  records,  and  estimates  of  service  costs. 

Intervention  Effect  on  Hospital  Use.  Hospice  patients  spent  an  average  of  51  days  as  inpatients, 
compared  with  47.5  days  among  control  group  patients,  a  difference  that  was  not  statistically 
significant.  Nor  did  hospice  patients  receive  any  fewer  diagnostic  or  treatment  procedures.  The  total 
costs  for  each  group  were  equivalent. 
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Capitman,  J.  "Community-Based  Long  Term  Care  Models:  Target  Groups,  and  Impacts  on  Service 
Use."  The  Gerontologist,  vol.  26,  no.  4,  August  1986,  pp.  389-397. 

Abstract  from  Journal 

The  intervention  approaches,  client  groups,  and  impacts  on  use  of  Medicaid  and  Medicare 
reimbursed  services  are  described  for  five  demonstrations  included  in  the  national  evaluation 
of  community-based  long-term  care.  Only  one  project  produced  significant  reductions  in 
nursing  home  use.  Unlike  other  projects,  it  identified  potential  clients  through  nursing  home 
application.  Project  differences  in  clients'  functioning  did  not  appear  related  to  nursing  home 
or  hospital  use.  Results  suggest  that  functional  criteria  for  target  group  definition  need  to  be 
augmented  by  such  improved  mechanisms  as  preadmission  screening  for  identifying  clients  with 
short-term  risk  of  nursing  home  use. 

Program  Goals.  The  primary  goal  of  the  demonstrations  reviewed  in  this  article  was  to  change 
the  traditional  patterns  of  hospital  care,  nursing-home  care,  and  post-acute  home  health  care  use 
among  participants  and  to  effect  a  net  reduction  in  the  overall  costs  of  care.  This  article  reviewed 
the  design  and  results  of  the  following  five  demonstrations:  New  York  City  Home  Care,  San  Diego 
Long-Term  Care,  Project  OPEN,  South  Carolina  Long-Term  Care,  and  the  On  Lok  Community  Care 
Organization  for  Dependent  Adults. 

Intervention  Design.  Case  management  and  home-  and  community-based  services  were  the  key 
elements  of  the  demonstrations.  Case  management  was  provided  as  an  administrative  service  that 
moved  the  client  through  a  series  of  involvements  with  the  formal  long-term  care  system,  while 
integrating  formal  and  informal  service  provision  wherever  possible.  Each  demonstration  used 
paraprofessional  home  health  services  to  meet  the  service  needs  associated  with  activities  of  daily 
living,  instrumental  activities  of  daily  living,  and  mental  status  disabilities. 

Targeting  Criteria.  New  York  City  Home  Care,  San  Diego  Long-Term  Care,  and  Project  OPEN 
identified  their  clients  in  the  community  according  to  specified  levels  of  ADL  and  IADL  disabilities 
and  the  need  for  personal  care.  South  Carolina  Long-Term  Care  and  On  Lok  targeted  individuals 
who  required  a  nursing-home  level  of  care;  the  South  Carolina  demonstration  was  linked  to  the  state 
nursing-home  preadmission  screening  program. 

Study  Design  and  Data.  The  San  Diego  and  South  Carolina  demonstrations  and  Project  OPEN 
used  randomized  designs,  while  On  Lok  and  the  New  York  demonstration  used  a  quasi-experimental 
design.  The  treatment  and  comparison  groups  for  the  latter  two  demonstrations  were,  in  fact,  quite 
dissimilar.  Combined  treatment  and  control/comparison  sample  sizes  ranged  from  approximately  100 
for  On  Lok  to  just  under  900  for  San  Diego  Long-Term  Care.  Data  collected  included  demographics, 
measures  of  disability,  and  client  outcomes,  such  as  nursing-home  and  hospital  use. 
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Intervention  Effect  on  Hospital  Use.  In  general,  the  demonstrations  did  not  significantly  reduce 
hospital  use  reimbursed  by  Medicare  or  Medicaid.  Given  that  acute-care  use  was  greater  than  that 
experienced  by  the  general  elderly  population,  there  may  have  been  potential  for  intervention  impacts 
in  this  area.  But  in  no  project  did  such  impacts  achieve  statistical  significance,  and,  in  some  cases, 
hospital  use  increased  rather  than  decreased. 

Author's  Conclusions.  Because  no  project  achieved  significant  reductions  in  acute  care  days, 
the  results  would  appear  to  suggest  that  case  management  and  the  primarily  paraprofessional  home 
care  services  offered  through  the  demonstrations  did  not  effectively  alter  patterns  of  hospital  care. 
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Abstract  from  Journal 

Based  on  a  review  of  demonstrations  providing  case-managed  community  care  through 
Medicaid  and  Medicare  waivers,  we  conclude  that  expanding  public  financing  of  community 
services  beyond  what  already  exists  is  likely  to  increase  costs.  Small  nursing  home  cost 
reductions  are  more  than  offset  by  the  increased  costs  of  providing  services  to  those  who  would 
remain  at  home  even  without  the  expanded  services.  However,  expanded  community  services 
appear  to  make  people  better  off  and  not  to  cause  substantial  reductions  in  family  caregiving. 
Policymakers  should  move  beyond  asking  whether  expanding  community  care  will  reduce  costs 
to  addressing  how  much  community  care  society  is  willing  to  pay  for,  who  should  receive  it, 
and  how  it  can  be  delivered  efficiently. 

Program  Goals.  Despite  some  variation  in  their  designs,  the  common  objective  of  the 
demonstrations  was  to  substitute  community  care  for  nursing-home  care  whenever  appropriate.  This 
article  reviews  the  design  and  results  of  16  demonstrations  undertaken  between  1973  and  1984: 
Worcester  Home  Care,  NCHSR  Day  Care/Homemaker  Experiment,  Triage,  Washington  Community 
based  Care,  ACCESS,  Georgia  Alternative  Health  Services,  Wisconsin  Community  Care  Organization, 
On  Lok  Community  Care  Organization  for  Dependent  Adults,  Organizations  Providing  for  Elderly 
Needs  (OPEN),  Multipurpose  Senior  Services  Project,  South  Carolina  Community  Long-Term  Care, 
Nursing  Home  Without  Walls,  New  York  City  Home  Care,  Florida  Pentastar,  San  Diego  Long-Term 
Care,  and  the  National  Long  Term  Care  Channeling  demonstration. 

Intervention  Design.  Case  management  and  an  expanded  package  of  home-  and  community- 
based  services  were  the  key  elements  of  the  demonstrations.  Case  management  generally  consisted 
of  designing  a  client  plan  of  care,  arranging  services,  and  providing  ongoing  monitoring  of  clients. 
Homemaker  or  personal  care  services  were  included  among  home-  and  community-based  services  in 
all  the  demonstrations  except  the  NCHSR  Day  Care  Model.  Other  services  provided  by  some,  but 
not  all,  demonstrations  included  chore,  companion,  transportation,  and  home-delivered  meals.  Most 
demonstrations  also  paid  for  home  health  aides  and  home  nursing  care  with  the  exception  of  On  Lok. 
The  demonstrations  did  not  include  acute  medical  care  or  nursing-home  care.  To  control  costs,  seven 
of  the  demonstrations  limited  the  amount  that  could  be  spent  on  home-  and  community-based 
services;  three  used  client  cost-sharing. 

Targeting  Criteria.  Ten  of  the  16  demonstrations  were  directed  toward  the  elderly,  while  most 
of  the  others  served  all  disabled  adults.  All  demonstrations  required  the  clients  be  eligible  for  an 
existing  program,  usually  Medicare  or  Medicaid,  depending  on  which  program  provided  waivers  for 
the  demonstration.  All  demonstrations  sought  to  serve  those  at  risk  of  nursing-home  placement  by 
developing  specific  need  or  disability  criteria  to  identify  the  high-risk  population:  eight 
demonstrations  required  that  clients  have  a  service  need  but  did  not  impose  formalized  disability 
criteria,  while  five  imposed  specific  disability  requirements.  Two  demonstrations  required  that  clients 
be  eligible  for  a  nursing-home  level  of  care  as  defined  by  the  state  Medicaid  program. 
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Study  Design  and  Data.  Nine  of  the  demonstration  evaluations  used  a  randomized  experimental 
design,  while  the  other  7  used  quasi-experimental  designs  (that  is,  selected  comparison  groups). 
Comparisons  of  treatment  and  comparison  group  predemonstration  characteristics  for  some  of  the 
latter  studies  showed  substantial  differences.  Due  to  likely  differences  between  treatment  and 
comparison  groups  along  unmeasured  dimensions,  demonstration  impact  estimates  are  likely  to  be 
biased.  Sample  sizes  for  the  demonstrations  ranged  from  just  over  100  (for  On  Lok)  to  over  6,300 
for  the  Channeling  demonstration.  Data  collected  for  most  of  the  demonstrations  seemed  to  include 
baseline  demographic  characteristics,  measures  of  disability  (relating  at  a  minimum  to  eligibility 
criteria),  client  outcomes  (such  as  nursing  home  and  hospital  use,  levels  of  informal  caregiving, 
measures  of  quality  of  life,  functioning,  and  longevity),  and  some  limited  cost  data. 

Intervention  Effect  on  Hospital  Use.  Except  for  the  San  Diego  Long  Term  Care  and  OPEN 
demonstrations,  a  reduction  in  hospital  use  was  not  the  main  objective  of  the  demonstrations. 
Nonetheless,  community  care  might  be  a  substitute  for  hospital  care  by  permitting  patients  awaiting 
nursing-home  placement  to  be  discharged  to  their  homes  instead  (that  is,  by  reducing  the  use  of 
administratively  necessary  days).  On  the  other  hand,  expanding  community  care  might  increase 
hospital  use.  For  example,  increased  monitoring  of  patients  might  increase  admissions,  or  patients 
at  home  may  require  more  hospitalizations  because  nursing  homes  may  be  able  to  treat  some 
conditions  that  would  otherwise  require  hospitalization.  However,  hospital  use  was  unaffected  or, 
at  most,  was  slightly  reduced  by  some  of  the  interventions.  The  authors  note  that  concerns  that  this 
type  of  intervention  might  increase  hospital  use  were  not  borne  out. 

Authors'  Conclusions.  The  authors  conclude  with  a  number  of  observations  on  the  potential 
for  improving  the  targeting  of  home-  and  community-based  service  interventions  to  reduce  the  use 
of  nursing  homes.  They  note  the  difficulties  encountered  by  the  demonstrations  in  predicting  nursing 
home  placement,  the  likelihood  of  which  is,  in  fact,  relatively  small.  The  demonstrations  tried  a 
variety  of  approaches  for  identifying  an  at-risk  population  and,  moreover,  had  only  limited  success 
in  lowering  nursing-home  use  among  small  (and  thus  not  policy-relevant)  subgroups. 
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Findings  from  a  National  Survey."  The  Gerontologist,  vol.  29,  no.  5,  October  1989,  pp.  640-649. 

Abstract  from  Journal 

We  examined  a  nationally  representative  sample  of  60  adult  day  care  centers  to  describe  the 
state  of  this  evolving  care  modality  after  a  decade's  growth.  Results  indicate  that  day  care 
centers  can  be  categorized  into  three  models  of  care,  each  of  which  serves  a  distinctive 
subpopulation.  Model  appropriateness  was  tested  with  analysis  of  variance  of  differences  in 
participant  characteristics.  Services,  staffing  costs,  and  other  program  features  are  contrasted 
among  the  three  models. 

Program  Goals.  Center  directors  were  often  aware  that  day  care  does  not  usually  serve  as  a 
substitute  for  nursing-home  care;  however,  the  center's  literature  and  questionnaire  responses 
indicated  that  one  of  the  many  purposes  of  their  center  was  to  delay  or  prevent  institutionalization. 
Directors  also  emphasized  social  interaction  and  recreation,  rehabilitative  training/  skill  building,  or 
health  monitoring  and  maintenance.  Caregiver  respite  also  was  a  goal  of  some  centers,  as  was 
assistance  with  transitional  periods  (that  is,  between  hospital  or  nursing  home  and  home). 

Intervention  Design.  At  a  minimum,  most  centers  offered  individuals  a  place  to  go  during  the 
day  for  social  interaction,  exercise,  and  a  hot  noontime  meal  and  in  which  nursing  observation  and 
supervision  are  provided.  Centers  were  open  for  an  average  of  almost  8.5  hours  per  day,  with  most 
scheduled  activities  between  9  a.m.  and  3  p.m.,  creating  a  six-hour  structured  day.  In  addition,  many 
centers  provided  varying  degrees  of  case  management,  health  assessment,  nutrition  education, 
therapeutic  diets,  transportation  services,  and  counseling.  Less  frequently  offered  services  included 
physical,  occupational,  or  speech  therapies,  physician  services,  breakfast,  and  dental  services. 
However,  centers  based  in  nursing  homes  or  rehabilitation  facilities  were  more  likely  than  centers 
under  other  auspices  to  offer  therapeutic  and  other  health-related  services,  and  also  had  higher  staff- 
to-client  ratios.  Transportation  services  included  transport  to  the  center,  as  well  as  transport  to 
medical  appointments  and  shopping. 

Targeting  Criteria.  As  a  general  practice  concept,  adult  day  care  is  not  targeted  at  any  particular 
group  of  elderly,  although  individuals  who  rely  on  public  financing  of  adult  day  care  (for  example, 
Medicaid  beneficiaries)  must  meet  the  requirements  of  the  funding  source.  Based  on  this  study,  it 
is  clear  that  most  adult  daycare  clients  have  some  degree  of  physical  or  mental  impairment  that 
requires  special  care,  although  some  clients  participate  purely  for  the  benefit  of  the  social  interaction. 
However,  the  authors  observed  that  centers  operating  under  different  auspices  tended  to  come  in 
contact  with  clients  of  different  characteristics,  particularly  with  different  levels  of  ADL  impairment. 
They  identified  two  models  of  adult  daycare  based  on  a  combination  of  center  auspice  and  case-mix 
factors:  the  nursing  home/rehabilitation  hospital  model  and  the  typical  hospital/social  service  agency- 
model.  Although  exceptions  existed,  the  typical  hospital/social  service  agency  centers  generally  tended 
to  have  fewer  severely  dependent  and  more  independent  clients  than  the  nursing  home/rehabilitation 
hospital  centers,  which  tended  to  have  many  severely  dependent  and  few  independent  clients. 
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Study  Design  and  Data.  The  study  design  included  a  process  analysis  of  a  random  sample  of  63 
adult  day-care  centers  that  had  been  operating  at  least  a  year  as  of  July  1985.  Of  those  63,  60  agreed 
to  participate  in  the  study,  which  entailed  questionnaires  administered  to  center  directors,  facilities 
and  equipment  inventories,  and  data  extraction  from  attendance  logs  and  financial  reports.  Patients 
and  caregivers  were  then  sampled  from  the  selected  centers,  and  interviews  were  conducted  with 
them  to  collect  information  on  demographics,  diagnosis,  functional  and  mental  status,  satisfaction  with 
center  services,  and  the  process  of  their  decision  to  attend  daycare. 

Intervention  Effect  on  Hospital  Use.  No  patient  outcomes  were  measured  with  this  survey. 

Authors'  Conclusions.  The  adult  day-care  model  distinction  drawn  in  this  analysis  is  important 
for  addressing  whether  day-care  centers  can  serve  a  population  that  needs  special  diets,  therapeutic 
services,  or  a  high  staff-to  participant  ratio.  The  answer  is  "yes"  for  the  nursing  home/  rehabilitation 
hospital  model,  but  only  "may  be"  for  the  general  hospital/social  service  agency  model.  The  authors 
note  that  the  latter  model  has  broadened  its  mission  over  the  last  decade  to  assume  more  health- 
related  activities  and  health  care  staff  and  is  serving  a  population  more  likely  to  suffer  from  mental 
disorders.  A  dimension  of  day  care  that  has  not  changed  much  over  the  last  decade  is  cost,  which, 
at  about  $30  per  day  for  centers  in  both  models,  remains  a  bargain,  particularly  relative  to  skilled 
nursing  and  homemaker  visits. 

For  a  description  of  the  costs  of  adult  day  care  based  on  the  same  survey,  see: 

Zetman,  William,  Jennifer  Elston,  and  William  Weissert.  "Financial  Aspects  of  Adult  Day  Care: 
National  Survey  Results."  Health  Care  Financing  Review,  vol.  12,  no.  3,  Spring  1991,  pp.  27-36. 
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Weissert,  William,  Cynthia  Cready,  and  James  Pawelak.    The  Past  and  Future  of  Home  and 
Community-Based  Long-Term  Care."  The  Milbank  Quarterly,  vol.  66,  no.  2,  1988,  pp.  309-388. 

Program  Goals.  The  primary  goal  of  the  studies  reviewed  was  to  substitute  less  expensive  home- 
and  community-based  services  for  institutional  care.  This  article  reviewed  the  results  of  home  and 
community  care  studies  conducted  over  the  last  several  decades.  All  studies  conducted  after  1960 
were  included  in  the  review  if  they  met  five  criteria:  (1)  they  tested  the  effects  of  providing  a  home- 
and  community-based  alternative  to  existing  long-term  care  services;  (2)  they  used  an  experimental 
design  that  included  a  treatment  and  control  or  comparison  group;  (3)  they  included  at  least  50 
individuals  in  each  study  group;  (4)  they  used  the  individual  as  their  primary  unit  of  analysis;  and  (5) 
they  served  primarily  an  elderly  population.  In  all,  31  interventions  were  compared.  (See  the  article 
for  a  list  of  the  studies.) 

Intervention  Design.  Interventions  varied  from  including  just  a  single  service  (for  example, 
public  health  nurse  home  visits,  and  emergency  alarm  response  systems)  to  case  management  and 
multiple  services  (for  example,  home  health  aide,  personal  care,  and  homemaker). 

Targeting  Criteria.  All  programs  targeted  the  disabled.  The  functional  status  and  service  need 
criteria  used  by  the  projects  to  identify  these  persons  included  dependency  in  activities  of  daily  living, 
recent  hospital  use,  the  presence  of  a  major  disabling  chronic  condition,  qualification  for  admission 
to  a  nursing  home,  and  homeboundedness. 

Study  Design  and  Data.  About  60  percent  of  the  studies  reviewed  used  random  assignment. 
Total  baseline  sample  sizes  ranged  from  100  to  over  2,800. 

Intervention  Effect  on  Hospital  Use.  Rates  of  hospital  admission  in  the  control  groups  during 
the  first  year  of  the  studies  were  quite  high,  exceeding  50  percent  in  9  of  the  18  studies  for  which 
data  were  available.  Data  suggested  that  length  of  stay  among  the  control  groups  was  often  quite 
long-up  to  60  days.  These  rates  of  admission  and  long  stays  produced  substantial  expenditures  for 
hospitals  and  substantial  potential  for  savings.  However,  impact  estimates  suggested  only  mixed 
effects  on  hospital  use.  Admissions  increased  nearly  as  often  as  they  decreased;  lengths  of  stay  went 
up  and  down. 
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Authors'  Conclusions.  There  was  some  indication  that  targeting  home-  and  community-based 
services  to  patients  with  only  moderate  needs,  good  prognosis,  and  the  support  of  others  might  reduce 
hospital  use.  The  authors  noted,  however,  that  target  groups  did  not  seem  to  be  the  same  subgroup 
that  might  experience  reduced  nursing-home  use  under  the  interventions  compared.  Indeed,  patients 
likely  to  be  identified  at  high  risk  of  institutionalization  by  a  multivariate  model  appear  to  be  similar 
to  those  in  the  hospital  subgroup  analyses  who  are  likely  to  experience  increased  hospital  use  from 
home-  and  community-based  service  interventions. 

Thus,  home-  and  community-based  service  interventions  should  carefully  prestratify  patients 
according  to  the  types  of  outcome  benefits  expected  and  then  relate  treatment  plans  to  these 
expected  outcomes.  This  strategy  is  especially  important  since  home  care  programs  have  recently 
begun  to  expand  their  target  populations  to  the  homeless,  underserved  minority  groups,  the  terminally 
ill,  and  those  recently  discharged  from  acute  care  hospitals  at  possibly  earlier  stages  in  their  recovery 
periods  than  may  have  been  the  case  before  Medicare  prospective  reimbursement  to  hospitals. 
Otherwise,  similar  sets  of  services  may  be  inappropriately  and  inefficiently  provided  to  dissimilar 
subgroups  of  patients  with  different  needs  and  benefit  potential. 


162 


Wooldridge,  Judith,  and  Jennifer  Schore.  The  Evaluation  of  the  National  Long  Term  Care 
Demonstration:  7.  The  Effect  of  Channeling  on  the  Use  of  Nursing  Homes,  Hospitals,  and 
Other  Medical  Services."  Health  Services  Research,  vol.  23,  no.  1,  April  1988,  pp.  119-127. 

Abstract  from  Journal 

An  analysis  of  the  impacts  of  channeling  on  the  use  of  hospital,  nursing  home,  and  other 
medical  services  is  described.  Comprehensive  data  on  hospital  and  nursing  home  use  were 
obtained  from  Medicare  and  Medicaid  claims  and  provider  records;  other  medical  service  use 
was  limited  to  that  which  is  reimbursed  by  Medicare  or  Medicaid.  The  analysis  showed  that 
the  population  served  was  not  at  high  risk  of  institutionalization,  and  that  the  reductions  in 
nursing  home  use  among  the  treatment  group  were  neither  large  nor,  generally,  statistically 
significant.  An  exception  was  for  the  small  group  of  persons  who  were  in  a  nursing  home  at 
enrollment,  for  whom  large  reduction  in  nursing  home  use  were  found.  The  population  showed 
a  very  high  use  of  hospitals  and  other  medical  services,  but  the  channeling  program  had  no 
impact  on  the  use  of  these  services. 

Program  Goals.  The  goal  of  this  demonstration  was  to  substitute  community-based  care  for 
nursing-home  care  whenever  appropriate  to  the  client.  Although  not  its  primary  objective,  the 
demonstration  was  expected  to  reduce  hospital  use  to  the  extent  that  it  would  reduce  the  use  of 
administratively  necessary  hospital  days.  On  the  other  hand,  any  reduction  could  be  offset  by  the 
identification  and  treatment  of  some  medical  problems  that  would  have  gone  untreated  in  the  absence 
of  the  demonstration. 

Intervention  Design.  Two  intervention  models  were  implemented-the  basic  model  and  the 
financial  control  model-both  of  which  included  case  management.  The  financial  control  model  also 
arranged  and  financed  a  variety  of  community-based  services,  including  personal  care,  homemaker 
services,  home  health  aide  care,  skilled  nursing,  therapy,  and  mental  health  counseling. 

Targeting  Criteria.  The  sample  was  designed  to  identify  potential  nursing-home  users.  To  that 
end,  demonstration  enrollees  were  required  to  (1)  have  some  degree  of  functional  disability  (two 
moderate  ADL  disabilities,  or  three  severe  IADL  disabilities,  or  two  severe  IADL  disabilities  and  one 
severe  ADL  disability)  and  (2)  have  an  unmet  need  for  help  in  performing  IADLs  or  with  personal 
care,  or  have  a  fragile  informal  support  system.  (Sample  members  also  had  to  be  65  or  older,  have 
Medicare  Part  A  if  they  were  in  the  financial  control  model,  and  live  in  the  catchment  area  of  the 
project.)  In  fact,  only  approximately  15  percent  of  the  control  group  were  in  a  nursing  home  at  any 
time  during  the  first  12  months  of  the  demonstration.  However,  the  sample  enrolled  was  highly 
functionally  impaired  (Carcagno,  Applebaum,  Christianson,  et  al.,  1986). 

Study  Design  and  Data.  The  demonstration  was  evaluated  using  a  randomized  experimental 
design.  Data  for  the  evaluation  of  the  impacts  of  the  demonstration  on  hospital  use  included 
Medicare  and  Medicaid  claims  data,  provider  records,  and  inperson  interviews.  The  baseline  sample 
included  6,326  elderly  individuals. 
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Intervention  Effect  on  Hospital  Use.  Between  approximately  20  percent  (the  basic  model  sample 
members)  and  25  percent  (the  financial  model  sample  members)  were  referred  to  the  demonstration 
from  hospitals.  The  hospital  referral  rates  might  have  been  even  higher  had  discharge  planners  not 
been  under  pressure  to  make  arrangements  for  discharged  patients  more  rapidly  than  demonstration 
projects  were  able  to  implement  a  care  plan.  Due  in  part  to  the  relatively  high  rate  of  hospital 
referrals,  Channeling  sample  members  had  a  high  rate  of  hospital  admission  during  the  two  months 
prior  to  enrollment-49  percent  had  an  average  20-day  admission  in  the  hospital  among  those  with 
any  admission.  In  addition,  nearly  two-thirds  of  the  sample  were  receiving  regular,  formal,  in-home 
care  at  enrollment.  Anecdotal  evidence  suggested  that  most  enrollees  had  recently  experienced  some 
type  of  precipitating  medical  event  (or  the  loss  of  an  informal  caregiver)  that  served  as  a  motivation 
for  applying  to  the  demonstration.  This  anecdotal  evidence  was  consistent  with  the  prior  use  of 
hospital  and  formal  inhome  services. 

Hospital  use  during  the  six  months  following  random  assignment  was  also  high.  Approximately 
45  percent  of  the  control  group  in  each  model  were  admitted  to  a  hospital  during  the  first  six  months 
after  random  assignment.  Despite  the  high  rate  of  hospital  use  among  the  control  group,  the 
demonstration  did  not  reduce  hospital  use  among  the  treatment  group.  Moreover,  the  rate  of 
hospital  use  among  the  control  group  dropped  dramatically  during  the  second  six  months,  to 
approximately  37  percent  in  each  model.  The  demonstration  did  not  reduce  hospital  use  among  the 
treatment  group  during  the  second  six-month  period  either.  Patterns  were  similar  for  days  spent  in 
the  hospital  and  hospital  expenditures. 

Authors'  Conclusions.  The  decline  in  hospital  use  over  time  appears  to  have  been  due  largely 
to  the  diminishing  effect  of  an  acute  episode  that  precipitated  application  to  the  demonstration 
among  some  individuals.  Some  of  the  decline  may  also  have  been  due  to  the  death  of  sicker  sample 
members  over  time,  leaving  a  group  who  required  less  hospital  care.  (The  mortality  rate  between  the 
end  of  the  first  and  second  six-month  period  was  approximately  10  percent  and  did  not  vary  by 
subgroup.) 
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Harrington,  Charlene,  and  Robert  Newcomer.  "Social  Health  Maintenance  Organizations:  Service 
Use  and  Costs,  1985-89."  Health  Care  Financing  Review,  vol.  12,  no.  3,  spring  1991,  pp.  37-52. 

Abstract  from  Journal 

Presented  in  this  article  are  aggregate  utilization  and  financial  data  from  the  four  social  health 
maintenance  organization  (SHMO)  demonstrations  that  were  collected  and  analyzed  as  a  part 
of  the  national  evaluation  of  the  SHMO  demonstration  projects  conducted  for  HCFA.  The 
SHMO,  in  offering  a  $6,500  to  $12,000  chronic  care  benefit  in  addition  to  the  basic  HMO 
benefit  package,  had  higher  startup  costs  and  financial  losses  over  the  first  5  years  than 
expected  and  controlling  costs  continues  to  be  a  challenge  to  the  sites  and  their  sponsors. 

Program  Goals.  The  general  goal  of  the  Social  HMO  demonstration  was  to  establish  a  cost- 
effective  long-term  care  financing  and  service  delivery  model  while  keeping  members  healthy  and 
reducing  or  slowing  their  rate  of  impairment  and  disability.  A  specific  goal  was  to  control  service 
utilization  and  expenditures  (including*  hospital  use  and  expenditures)  among  participants  and  to 
develop  a  financially  viable  organization  that  could  sustain  itself  beyond  the  demonstration  period. 

Intervention  Design.  The  Social  HMO  intervention,  implemented  at  four  demonstration  sites 
(Elderplan,  Brooklyn,  New  York;  Kaiser  Permanente  HMO,  Portland,  Oregon;  SCAN  Health  Plan, 
Long  Beach.  California;  and  Seniors  Plus,  Minneapolis,  Minnesota)  had  three  organizational  and 
financial  components.  The  first  was  that  a  single  organizational  structure  provided  a  full  range  of 
acute  and  chronic  care  services  (for  example,  nursing  home,  home  health,  homemaker,  transportation, 
and  drugs).  The  second  was  coordinated  case  management,  established  to  authorize  and  coordinate 
long-term  care  services  for  members  who  met  specified  disability  criteria.  The  third  component  was 
the  financing  of  services  through  prepaid  capitation,  with  funds  pooled  from  Medicare,  Medicaid,  and 
member  premiums. 

Targeting  Criteria.  All  Medicare  beneficiaries  in  the  catchment  area  of  the  four  demonstration 
sites  could  enroll  (voluntarily)  but  had  to  pay  a  monthly  premium  for  services.  Chronic  care  services 
were  targeted  at  members  at  risk  of  nursing-home  placement.  Elderplan,  Kaiser,  and  Seniors  Plus 
limited  eligibility  for  chronic  care  services  to  members  who  were  nursing-home-certified  according  to 
formal  state  standards.  However,  Seniors  Plus  frequently  made  exceptions  to  the  formal  criteria 
based  on  the  judgment  of  the  case  manager  and  case  management  director.  Moderate  or  severe 
disability  was  the  criterion  for  chronic  care  at  SCAN.  The  sites  were  allowed  to  limit  the  number  of 
members  expected  to  require  chronic  care,  based  on  quotas  derived  from  national  and  regional  data 
on  the  prevalence  of  severe  and  moderate  disability.  As  of  mid- 1986,  approximately  3  percent  of 
Elderplan  and  Kaiser  members  were  receiving  chronic  care  services,  while  14  percent  and  9  percent 
were  receiving  such  services  at  SCAN  and  Seniors  Plus,  respectively  (Leutz  et  ah,  1988). 

Study  Design  and  Data.  The  Social  HMO  demonstration  projects  became  operational  in  1985. 
The  demonstration  had  two  types  of  host  organizations:  Kaiser  and  Seniors  Plus  were  housed  in 
established  HMOs;  Elderplan  and  SCAN  were  housed  in  organizations  that  provided  long-term  care. 
Thus,  two  were  new  products  in  existing  HMOs,  while  two  were  new  HMOs  formed  by  organizations 
with  no  previous  HMO  experience.  Analyses  published  to  date  have  been  process-oriented,  relying 
on  aggregate  enrollment  and  use  and  cost  data  and  site  visit  interviews.  Comparisons  have  been 
made  with  the  general  Medicare  population  and  the  Medicare  HMO  population. 
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Intervention  Effect  on  Hospital  Use.  The  U.S.  average  number  of  Medicare  hospital  days  per 
1,000  members  for  HMOs  was  1,945  in  1987.  In  that  year,  all  sites  except  Elderplan  were  able  to 
keep  their  rates  below  this  level.  In  1988,  only  the  two  Social  HMOs  sponsored  by  HMOs  were  able 
to  stay  below  the  1987  U.S.  HMO  average  days  of  care. 

Authors'  Conclusions.  The  problems  of  high  monthly  per-member  costs  for  the  sites  that  were 
newly  formed  HMOs  were  caused  primarily  by  high  acute  and  ambulatory  utilization.  These  sites  had 
no  experience  in  delivering  prepaid  care  and  no  experience  on  which  to  base  their  budgets  and 
utilization  objectives.  The  two  established  HMOs  that  added  Social  HMO  projects  as  new  products 
to  their  existing  service  plans  appeared  to  be  able  to  control  the  utilization  of  acute  and  ambulatory 
care  more  effectively,  although  this  low  utilization  did  not  translate  into  lower  costs  for  Kaiser.  On 
the  other  hand,  Seniors  Plus  was  remarkable  because  it  was  able  to  control  its  service  utilization  and 
expenditures,  even  on  chronic  care  costs,  despite  having  the  lowest  total  enrollment  and  a 
substantially  higher  proportion  of  members  eligible  for  and  receiving  chronic  care  services. 
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Schore,  Jennifer,  and  Joy  Gianolio.  "Final  Report  for  the  Evaluation  of  the  Florida  Alternative 
Health  Plan  Project."  Princeton,  NJ:  Mathematica  Policy  Research,  June  1990. 

Program  Goals.  The  primary  goal  of  ElderCare  was  to  provide  a  less  expensive  (but  not  less 
effective)  alternative  to  institutional  care  for  frail  elderly  Medicaid  beneficiaries. 

Intervention  Design.  The  Florida  Frail  Elderly  Project  of  the  Florida  Alternative  Health  Plan- 
implemented  as  ElderCare  by  Mt.  Sinai  Medical  Center  of  Miami  Beach-was  one  of  the  original 
Medicaid  Competition  Demonstrations.  ElderCare  agreed  to  provide  case  management  and  a  full 
range  of  medical  and  support  services  to  frail  elderly  Medicaid  beneficiaries,  emphasizing  home-  and 
community-based  care.  ElderCare  received  a  monthly  capitation  payment  for  each  member  from  the 
state  Medicaid  program.  For  members  who  were  also  eligible  for  Medicare,  Medicare  was  the  first 
payor  for  services  regularly  covered  by  that  program. 

Targeting  Criteria.  ElderCare  clients  were  required  to  have  been  Medicaid  beneficiaries  and 
who  participated  in  Florida's  nursing-home  preadmission  screening  program.  Clients  were  to  have 
been  assessed  as  requiring  a  nursing-home  level  of  care,  and  further  assessed  as  being  able  to  remain 
in  the  community  if  home-  and  community-based  services  were  made  available. 

Study  Design  and  Data.  The  study  entails  a  process  analysis  and  a  quasi-experimental  design 
comparison  of  Medicaid  service  use  by  ElderCare  members  with  a  group  of  Dade  County  Medicaid 
beneficiaries  in  the  fee-for-service  sector.  This  group  was  assessed  as  requiring  a  nursing-home  level 
of  care  but  being  able  to  remain  in  the  community  with  home-  and  community-based  support  services. 
Some  of  the  comparison  group  members  received  services  from  different  Medicaid  nursing-home 
diversion  programs  operating  in  the  county,  and  others  received  services  from  various  state  and  local 
programs.  ElderCare  clients  differed  from  comparison  group  members  along  a  number  of  dimensions 
measured  prior  to  the  state  nursing-home  assessment  and  are  likely  to  have  differed  along  a  number 
of  other  dimensions  for  which  there  were  no  data.  These  differences  potentially  affected  differences 
in  service  use.  Thus,  differences  between  the  two  groups  could  not  be  viewed  as  program  impact 
estimates  per  se.  Data  for  the  study  included  aggregate  statistics  on  ElderCare  service  use  and  costs, 
individual  assessment  data  for  plan  members,  and  Medicaid  claims  data  for  ElderCare  members  and 
the  comparison  group  prior  to  nursing-home  assessment  and  for  the  comparison  group  following 
assessment. 
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Intervention  Effect  on  Hospital  Use.  Hospital  use  was  somewhat  higher  among  ElderCare 
members  than  among  the  comparison  group:  39  percent  of  ElderCare  members  had  a  hospital  stay 
while  enrolled  in  ElderCare  (an  average  of  7.3  months),  compared  with  31  percent  of  comparison 
group  members  during  the  period  beginning  with  assessment  and  ending  in  June  1989  (an  average 
of  12.2  months).  (The  authors  note  that  the  hospitalization  rate  of  the  comparison  group  dropped 
from  53  percent  during  the  year  prior  to  assessment  to  31  percent  during  the  period  after  assessment. 
No  mortality  data  for  the  comparison  group  were  available  for  the  evaluation.  Given  the  frailty  of 
the  sample,  serious  questions  about  the  completeness  of  the  Medicaid  data  for  this  group  were  raised, 
even  though  no  systematic  omissions  from  the  Medicaid  data  were  observed.) 

Authors'  Conclusions.  The  comparison  of  Medicaid-covered  hospital  use  between  ElderCare 
members  and  the  comparison  group  available  for  the  study  was  severely  limited  by  a  lack  of 
comparable  data  for  the  two  groups,  thus  calling  into  question  the  finding  that  hospital  service  use 
was  significantly  higher  among  ElderCare  members  than  among  the  fee-for-service  sample  of 
Medicaid  beneficiaries. 
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Abstract  from  Journal 

For  a  very  impaired  population  needing  multiple  interrelated  services,  the  case  management 
approach  used  by  On  Lok  Senior  Health  Services  in  San  Francisco  produces  a  responsive, 
flexible  service  system.  Case  management  in  On  Lok's  consolidated  model  has  three  key 
characteristics:  (1)  a  true  multi-disciplinary  team  of  medical  as  well  as  nonmedical  personnel 
who  separately  assess,  then,  as  a  group,  plan  with  the  client  and/  or  the  family  the  services  to 
be  given;  (2)  use  of  the  same  team  to  assess  needs  and  deliver  services;  and  (3)  team  access 
to  a  potentially  unlimited  array  of  services,  with  freedom  to  adapt  or  create  needed  services. 

Program  Goals.  The  goal  of  On  Lok  is  to  substitute  community-based  care  for  nursing-home 
care  for  frail  elders.  ; 

Intervention  Design.  The  On  Lok  intervention  includes  a  multidisciplinary  team  approach  to 
service  coordination,  the  primary  care  provider  as  an  integral  member  of  the  service  team,  extensive 
use  of  day  health  services  as  an  efficient  community  service  option,  and  flexible  use  of  housing  with 
support  services.  Case  management  takes  a  consolidated  approach  that  combines  the  assessment  and 
monitoring  functions  with  service  coordination  and  delivery.  On  Lok  provides  a  full  range  of  social 
and  medical  services  and  receives  prospective  monthly  payments  from  Medicare,  Medicaid,  and/or  the 
individual  (based  on  the  individual's  entitlement).  On  Lok  has  assumed  full  responsibility  for  using 
the  resulting  pool  of  funds  as  required  by  members. 

Targeting  Criteria.  All  On  Lok  enrollees  are  certified  by  the  state  of  California  as  requiring 
nursing-home  care  at  the  SNF  or  ICF  level.  The  program  is  targeted  at  very  impaired  and  frail 
elderly  who  may  be  expected  to  require  ongoing  care  for  the  rest  of  their  lives. 

Study  Design  and  Data.  This  article  is  based  on  a  process  analysis  describing  the  organization 
and  operation  of  the  original  On  Lok  program  in  San  Francisco,  which  was  implemented  in  1972. 
Data  include  program  service-use  records,  and  comparisons  are  made  with  the  broader  Medicare 
population. 

Intervention  Effect  on  Hospital  Use.  Hospital  days  for  the  program's  very  impaired  population 
from  July  to  September  1987  was  annualized  to  2,204  days  per  thousand  enrollees.  This  rate 
compared  favorably  with  a  hospitalization  rate  of  2,223  days  per  thousand  enrollees  per  year  for  a 
sample  of  19  TEFRA  HMOs  and  with  that  of  the  general  Medicare  population  in  the  fee-for-service 
sector  (3,197  days  per  thousand  for  1984).  ■ 

Authors'  Conclusions.  Hospital  use  was  reduced  relative  to  other  populations  (as  well  as  over 
time  among  On  Lok  enrollees)  through  a  reduction  in  hospital  stays  associated  with  the  exacerbation 
of  chronic  conditions  and  diagnostic  work.  Hospitalization  for  acute  events,  such  as  hip  fracture  or 
stroke,  was  not  reduced.  Authors  attribute  reductions  to  (1)  the  ability  of  the  program  to  respond 
quickly  to  changes  in  enrollee  condition  due  to  the  linkage  between  case  management  and  service 
delivery,  and  (2)  the  assumption  of  responsibility  for  total  inpatient  and  outpatient  primary  medical 
care  by  the  staff  physician. 
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